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Resources, Stressors, Depressive Symptoms, and Life Satisfaction among Older Adults in 
Urban Chennai, India 
 
The present study was designed (a). to examine the direct and indirect relationship of 
resources and stressors on depressive symptoms and life satisfaction by testing three 
models - independence model, stress-suppressor model, and counteractive model, and (b). 
to find out whether the model that evinced good fit to the data is invariant across gender. 
Resources include social support, religiosity and mastery. Stressors include life events, 
abuse and health problems. Depressive symptoms were measured by CES-D and GDS 
scales. Life Satisfaction was measured by Life Satisfaction Index. The independence 
model posits that resources and stressors have a direct relationship with the two outcome 
variables – depressive symptoms and life satisfaction. The stress-suppressor model 
hypothesizes that resources indirectly influences depressive symptoms and life 
satisfaction by inversely associating with stressors. The counteractive model postulates 
that stressors mobilize resources, which in turn influences depressive symptoms and life 
satisfaction. 
Method 
Data were collected through quantitative and qualitative methods. For the quantitative 
study, interviews were conducted among 400 community dwelling older adults aged 
65yrs & above, randomly selected from the electoral list of urban Chennai, India. For the 
qualitative study, 10 in-depth interviews were conducted. The battery of instruments was 
translated in to Tamil (local language) by back translation method. For quantitative data, 
analysis was conducted by Structural Equation Modeling (SEM). A two-step method 
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recommended by Anderson and Gerbing (1988) was followed. First the measurement 
model was tested followed by the structural model. In order to examine gender 
differences, a multi group analysis was conducted. For the qualitative data, themes were 
identified. 
Results  
Both quantitative and qualitative analysis provided support for the stress-suppressor 
model for the entire sample and for both genders. Resources indirectly decreased 
depressive symptoms and increased life satisfaction by  inversely associating with 
stressors.  Results were similar for both life satisfaction and depression. Multi-group 
analysis revealed that males and females differed on the loading of abuse on stressor. 
Implications 
Social workers dealing with Indian older adults should be cognizant of the complex 
interaction between stressors and resources and its subsequent influence on depressive 
symptoms and life satisfaction. Counseling should identify and strengthen the resources 
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Longevity is one of the central features of current demographic trends. Decline in fertility 
accompanied by increasing life span have resulted in an unparalleled growth of the aging 
population. Due to the scientific breakthroughs in the field of health, the majority of older 
adults (65 years and above) are healthy and ageing gracefully by contributing to their 
community and family. Notwithstanding this, old age is increasingly associated with 
biological deteriorations, physical ailments which undermine the well being of the elderly.  
This increasing growth of the older adult population and the concomitant psychosocial 
issues present a challenge to policy makers and practitioners involved in social work with 
the aged.  
The current study focuses on the resources, stressors, psychological distress and 
life satisfaction of older adults in India. The primary purpose of this chapter is to provide 
an overview of the current study. Section 1.1 deals with aging demography across 
countries with a special emphasis on the Asian scenario and section 1.2 provides 
information on the ageing trends in India. These are followed by a section that focuses on 
the concept of subjective well-being (1.3), the need for the present study (1.4), and a 
section that outlines the theoretical framework of the present study (1.5).   
 
1.1. AGING – GLOBAL SCENARIO 
Worldwide, the number of persons aged 60 yrs & above increased from 205 million in 
1950, to 606 million in 2000 and is projected to reach two billion in the year 2050. In 
terms of proportion, the percentage is projected to increase from 10 per cent in 1998 to 15 
percent in 2025. The growth of the older population is 1.9 percent, more than that of the 
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growth of the population below 65 years, estimated to be at 1.2% (Chakraborti, 2004). 
Among the old population, the oldest-old (80 yrs & above) are expected to grow 
relatively faster than the younger old population (60 years & above). In the year 2000, 
there were 70 million oldest old and their numbers are projected to increase to more than 
five times in the next 50 years (Chakraborti, 2004). 
  Increased graying of the population, once more visible in the developed countries, 
is very much a reality now among the developing nations. In 2000 the average age was 
29 years and in the year 2050, it is estimated to rise to 40 years. In fact, the older 
population  in the developing nations is expected to quadruple during the next 50 years 
(Madrid International Plan of Action on Ageing, 2002). A majority (52%) of the world’s 
older adult population is in Asia. Among the general population in Asia, 8.8 % of them 
belonged to the older adult group in 2000, this is expected to nearly triple (22.6%) by the 
year 2050 (Chakraborti, 2004). In absolute numbers, there will be an increase from 207 
million in 2000 to 857 million in 2050, i.e., an increase by 314%. Among the Asian 
countries, Japan has the highest proportion of older adults. China and India rank first and 
second respectively in terms of older adults in absolute numbers (United Nations, 2001). 
Another feature of  the older population in some of the Asian countries is the presence of 
more women than men, commonly refereed to as the feminization of aging. In the age 
group of 55 years and above, there are 90 men for 100 women and for the age group 75 
years and above there are 70 men for 100 women (Westley & Mason, 2002). Due to this 
unprecedented growth in the elderly population and concomitant socio-demographic 
changes, policy makers are directing their attention in pursuit of tailoring and 
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implementing appropriate policies to improve the well-being of the older adults and to 
ensure their social integration (Madrid International Plan of Action on Ageing, 2002).  
 
 
1.2. AGING – INDIAN SCENARIO 
Though lagging behind other Asian nations in terms of proportion of  older adults, India 
has the second largest older adult population in the world. Currently there are 49,105,542 
older adults in India (Census of India, 2001). The proportion of older adults increased 
from 5.63% in 1961 to 6.58% in 1991 (Irudaya Rajan, Mishra, & Sarma, 1999). In 
absolute numbers, the older adult population is projected to raise from 76 million in 2000 
to 179 million in 2031 and further to 327 million in 2050 (Irudaya Rajan, Sarma, & 
Mishra, 2003). Of special interest to the current research is the ageing trend in south India. 
South India has the largest number of older adults due to low fertility rates and better 
socio-economic and health conditions (Irudaya Rajan & Zachariah, 1998) and in the year 
2001, it will be the residence of one-fourth of India’s older adult population (Irudaya 
Rajan, Sarma, & Mishra, 2003). Keeping in trend with the graying population of other 
countries, the oldest-old are expected to increase from 27 million in 2001 to 132 million 
in 2051, i.e. a five-fold increase. Naturally, South India is expected to lead with the 
highest number of oldest-old (Irudaya Rajan, Sarma, & Mishra, 2003) in India. On the 
dependency ratio, in the year 2051, 100 persons in the age group of 15-59 will have to 




                                 
1.3. SUBJECTIVE WELL-BEING 
Subjective well-being was advanced as an indicator for quality of life in the 1950s  
(Land, 1975). The study of subjective well-being holds a central place in social 
gerontology (George & Bearson, 1980; Okun, 1995). Subjective well-being refers to 
people’s evaluation of their own lives – evaluation that is both affective and cognitive 
(Diener, 2000).  Initially, there was an overwhelming concentration of studies on the 
deficits and losses incurred during old age and their subsequent impact on the physical 
and mental health of the older adults. According to Myers and Diener (1995), the number 
of empirical research on psychological distress and well-being is in the ratio of 17:1. 
Though studies with psychological distress as an outcome variable are vital considering 
that they provide information on the extent and correlates of psychological distress, 
singular attention on them may militate against identification of factors associated with 
positive aging. To state it in alternative terms, absence of psychological distress need not 
necessarily mean presence of well-being (life satisfaction). In recognition of these issues, 
researchers are turning their attention towards conducting more number of studies on the 
well-being of the older adults (Hoyer & Rybash, 1996; Smith & Baltes, 1999). Among 
the indicators of subjective well-being, life satisfaction has been the most frequently 
studied construct (George & Clipp, 1991). In keeping with the aforementioned pertinent 
issues, the present study included both psychological distress (symptoms of depression) 
and subjective well-being (life satisfaction) as outcome variables. In the current study, 
depressive symptoms were considered as an indicator of psychological distress because 
numerous community based studies have identified it to be one of the most frequently 
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occurring mental health problems among older adults (Copeland, et al, 1999; Demura & 
Sato, 2003; Wetterling & Junghanns, 2004).  
 
1.4. NEED FOR THE STUDY 
One, it is widely recognized that Indian society is in a transition phase between 
traditionalism and modernism (Mullatti, 1995; Shah, Veedon, & Vasi, 1995).  
Traditionally, old age was revered and older adults enjoyed support and comfort in the 
joint family system.  To date, a significant proportion (84.4 %) of the older adults co-
reside with their children (Irudaya Rajan & Kumar, 2003). However, modernization and 
urbanization have weakened traditional family structure, and precipitated value changes, 
which in turn have placed the older adults at economic and psychological stress 
(Chowdhry, 1992; Dak & Sharma, 1987; Jai Prakash, 1995; Vijaya & Suryanarayana, 
1990). It is well established that families are the first level of social support in India. 
Custom stipulates that the older adults are to be taken care of by their sons, and due to 
this, the adults do not adequately plan for their old age (Dandekar, 1991; Jammuna, 1998). 
This lack of planning fosters dependency on children. Research studies on families in 
India revealed that the traditional family system is eroding (Jamuna & Ramamurti, 1998; 
Vijaya, 1999) and this has resulted in isolation (Dak & Sharma, 1987), feelings of 
helplessness (Nandal, Khatri, & Kadian, 1987) and loss of status and security (D’souza, 
1989) among the older adults. For instance, a survey showed a change in attitude of adult 
children towards elder care over a 10 – year period. In 1984, 91% of the adult children 
responded that the family should take care of the older adults, whereas in 1994 only 77% 
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held the same opinion (Jammuna, 1997, 1998 cited in Jammuna, 2003). The Government 
of India (1992-93) has stated   
India is passing through an unprecedented phase of socio-economic 
transformation. Urbanization has been associated with shortage of 
accommodation in cities and high rentals, which have severely constrained the 
joint family system. Forces of modernization, technological changes and mobility 
have introduced changes in the life style and values of the people which have 
adversely affected the traditional respect and an attitude of empathy and care for 
the aged….. Increasing literacy amongst women accompanied by their 
employment status outside the home in offices and factories, have left them with 
little time to take care of the aged at home. The high cost of living and changing 
priorities have affected the inter-family distribution of income in favor of the 
younger generation. The older people are at the receiving end of these socio-
economic changes (p.13).  
 
Two, data on the socio-economic and health status of the older adults paint a 
dismal picture. More than half of the older adults were found to be financially dependent 
on their children (National Sample Survey Organization [NSSO], 1998). 54.5% of them 
were suffering from chronic illness and an additional 5% from mobility problems 
(Dandekar, 1996). Thus, financial dependency coupled with health problems, may 
precipitate familial problems, enhance susceptibility of the older adults to psychological 
distress and lower their levels of life satisfaction. Given these findings, it would be 
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interesting to find out how the stressors in the various facets of life of the older adults 
influence their well being.   
As mentioned earlier, while research has concentrated on stressors of older adults, 
there has been a dearth of studies on the factors or resources associated with the well-
being of the older adults in India. This is surprising given the fact that the Indian older 
adults’ life style is characterized by spirituality, meditation, non-sedentary nature, and 
practice of alternative medical approaches such as yoga (Kumar, 2003). What are the 
psychosocial resources available for older adults in India? How do these resources 
influence their well-being? To illustrate, religiosity is considered to play a crucial role 
during old age. How does religiosity influence the well-being of the older adults? Does it 
have an independent effect on the well-being of older adults? Or does it have a more 
complex relationship? For example does religiosity influence well being by decreasing 
stressors? 
There is also an additional need to take into consideration the gender differentials 
evident in well-being and psychological distress due to social resources differences. It has 
been well established that on all facets of life- income, education, mortality, morbidity, 
health, and violence, women shoulder extraordinary burdens of both inequitable 
development strategies and skewed sets of power relations (Ragunath, 2002). 
Furthermore, in India it is well established that women in comparison to men face more 
health problems, abuse, economic problems and as a consequence report higher levels of 
depression and lower levels of life satisfaction (Bannerjee & Tyagi, 2001; Hosmath, 
Gaonkar, & Khadi, 1993;  Karkal, 1999; Vijaya,  Sivan, Ram Das, Reghu, & Kutty, 
1994).    
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Three, there is a dearth of literature on psychological well-being of older adults in 
India. Jamuna (1999) writes that mental health, disability, psychosocial problems, abuse 
and family ties are some of the areas that deserve priority in gerontology research. 
Ramamurti (2003) finds that even though there have been many articles in behavioral and 
social sciences, they leave much to be desired, mainly due to excessive research on some 
specific areas and unrepresentative sampling procedures. To substantiate, a frequency 
count of the articles in the Indian Journal of Gerontology revealed that from the year 
1990 and 2006 there were only 19 articles on subjective well-being of older adults. 
Furthermore, there are not many articles which have dealt with the resources of older 
adults. For instance, there were only five articles on religiosity. Additionally, many of the 
articles dealt with institutionalized older adults. Likewise, The Indian Journal of Social 
Work carried only eight articles on psychosocial issues related to older adults from 1985 
– 2005. A close scrutiny showed that among these articles, only one article dealt with life 
satisfaction of the older adults (Gurudoss & Lakshminarayanan, 1989). In a recent 
volume of the Journal of Aging and Social Policy (2003) later published as a book titled- 
An Aging India: Perspectives, Prospects, and Policies (Irudaya Rajan & Liebieg, 2004), 
there was not even a single chapter devoted to subjective well being. Though the 
aforementioned three journals are hardly representative of scores of other journals 
published in the field of Asian Indian gerontology, an analysis of their contents provides 
invaluable pointers on the limited research conducted on well-being of the older adults in 
India. In sum, due to the dearth of empirical literature and socio-demographic transitions, 
more studies are needed in this area.   
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1.5. THEORETICAL FRAMEWORK 
Resources theory based on coping and deterrent theories of life stress paradigm comprise 
the framework of the current study (Ensel & Lin, 1991). There is growing evidence that 
resources play a crucial role in dealing with stressful situations (Krause, 1997; Martin, 
Grunendahl, & Martin, 2001; Pearlin, 1986). Coping theory and Detterent theory were 
generated from the various models of life stress paradigm (Ensel & Lin, 1991). Coping 
theory posits that resources intervene or moderate the infleuence between stressors and 
well being. To explicate, in the event of a stressor, resources faciliate an individual to 
cope with it, failure of which may result in decreased well being. According to the 
Detterent theory, resources enhance well-being or deter the likelihood of stress 
independent of stressors (Ensel & Lin, 1991). Resources according to this line of thought 
serve to maintain the psychosocial equilibirium of an individual by directly influencing 
well-being or by deterring stressors (Ensel & Lin, 1991).  Resources theory provides a 
viable platform by which the complex interaction between resources and stressors and 
their subsequent influence on well being could be examined. By basing the current study 
on this particular theory, old age is considered as any other life stages, where people in 
that particular stage are bound to experience stressors and stress. In addition, like in any 
other stage, it is also considered that older adults have their own repertoire of resources 
from which they draw upon to either decrease the likelihood of stress or to attenuate the 
effects of stressors on stress. Thus, studying only the stressors or resources among older 
adults would at best yield piecemeal results. For instance, among those who experience 
stressors, it will not be very clear as to why some of the older adults report higher levels 
of psychological distress and lower levels of life satisfaction, while others do not.  To 
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overcome this pitfall, the current study considered stressors and resources, the interplay 
between them and their subsequent impact on psychological distress and life satisfaction. 
In sum, the current study employed the resources theory framework to examine the 
relationship between resources (social support, mastery, religiosity), stressors (life events, 
abuse, health status) and depressive symptoms as well as life satisfaction. 
 
1.6. OVERVIEW OF THE STUDY 
Chapter-2 describes social, familial, health, economic and religious aspects of  Indian 
older adults. This is followed by the studies on the relationships beween resources, 
stressors and well-being conducted in the other Asian and Western countries   
Chapter-3 deals with the theoretical framework of the present study wherein the models 
to be tested are diagrammatically represented. The resources, stressors and well-being 
measures to be included in the theoretical framework are identified and described.  
Chapter-4 provides the methodology for the study. Major research questions and 
hypotheses are specified. Information on research and sampling design are provided.  
This is followed by the operationalization of the concepts and description of the scales 
administered in the present study. Next, data analysis techniques and statistical tests 
utilized are outlined. This chapter ends with ethical considerations. 
Chapter-5 deals with the results. To begin with, findings on the socio- 
demographic profile of the respondents are provided. Gender differentials on variables 
are examined by calculating appropriate statistical tests. Pearsons’ correlation is 
calculated between the different variables of interest. The hypotheses of the study are 
tested using Structural Equation Modeling (SEM), involving both single group and 
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multiple group analysis. The qualitative findings are presented as case and themes are 
described according to the objectives of the study.  
Chapter – 6 discusses the main findings from a cultural perspective. Findings 
from Structural Equation Modeling are discussed by citing extant Indian and western 
literature.  Themes identified from qualitative studies are described and interpreted to 
explain the mechanisms by which resources and stressors influence well-being.  
Chapter-7 provides a summary of the current study, limitations, implications for 

















2. REVIEW OF RESEARCH 
 
The present study encompasses a wide range of concepts drawn from social, 
psychological, and religious spheres. The goal is to integrate these disparate concepts 
within the theoretical framework of the present study. This chapter begins with the extant 
literature on the psychosocial and religious factors associated with the aging experience 
of Indian older adults. This is followed by the review of research on resources, stressors 
and well being among older adults conducted across countries. Next, the theoretical 
framework for the present investigation is schematically represented and the variables 
from different psychosocial and religious spheres are integrated and elaborated. The 
chapter ends with the main research questions of the present study. 
 
2.1. RESEARCH ON OLDER ADULTS IN INDIA 
 
This section describes Indian elderly persons on the following aspects: gender, economic 
status, living arrangements and social support system, physical health status, mental 
health status, religiosity, and locus of control. The objectives are two-fold: (a). to 
describe the socio-cultural milieu of Indian older adults and (b). to facilitate better 
understanding of the potential psychosocial factors that impinge on the older persons’ 
well-being. As far as possible, studies based on urban settings are provided, however 
when there are very few studies on certain aspects, studies from rural areas are cited.  
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2.1.1. Gender  
Indian society is predominantly patrilineal in nature. As such, men play a superior role 
than women in all walks of life. Preference to male children and increased dissolution of 
marriages due to female children (Hollander, 2004) provide ample testimony to the 
inferior position of women. From childhood onwards, women have been relegated to an 
inferior position than men. Women after marriage generally perform the role of a 
housewife and live under the care provided by their spouse. During old age, in case of 
their husbands’ demise, they would be taken care of by their sons, mostly by the eldest 
male offspring. Generally, the male members (either the oldest male or the eldest son, 
provided he is earning) make decisions and the property is inherited by the sons. Apart 
from the economic dependency, the social status of elderly women is contingent on their 
marital status. Based on the data from the National Family Health Survey (NFHS), 
Irudaya Rajan and Kumar (2003) found that more women (60%) are widowed than men 
(18%). Half of the women were widowed during young old age and the percentage was 
93% at the age of 90 years. In contrast, among the males, at the age of 90 years, only half 
of them did not have their spouses. Widowhood, in addition to loss of a close confidant 
also results in increased dependency on the adult children. Thus socialization pattern of 
the older womens, marital status, and absence of financial assets make older women 
entirely dependent on other family members, which in turn may lead to familial 
relationship strains, abuse and neglect.  
Small-scale studies have vividly described the deplorable conditions of the elderly 
women in India. In a study of 600 middle aged, old and old-old women from both rural 
and urban localities representing different socio-economic levels, it was found that social 
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support was inadequate (Ushasree, 2000). In a study of 104 non-randomly selected urban 
older adults, it was found that more number of males than females were involved in 
decision-making. Family involvement decreased with age and this was negatively 
correlated with life satisfaction (Nagi & Kamalijit, 1989). In a study on widowed women 
it was found that they do not have a say in decision-making (Ray, Dasgupta, & Basu, 
2003). Increase in domestic workload, loss of self-respect, as well as tendency to neurosis 
was observed in a study of 350 non-randomly selected widows in an urban area (Ahuja, 
1996). A large percentage of the respondents said that they were denied access to their 
husband’s assets. In a study conducted in 20 villages among 306 aged persons selcted 
non-randomly, Christopher (1992) reported that the problems faced by the widowed 
females were very severe. Indeed, some of the widowers had left their respective homes 
and taken up begging and were unwilling to return to their homes due to the family 
members disrespectful behavior. 
  In India, after marriage, it is customary for the daughter-in-law to stay with her in-
laws. The generational gap, adjustment problems encountered by the daughter-in-law in a 
new environment, reluctance of the mother-in-law to part with authority, sons’ active or 
passive support to his wife, increased participation of women in workforce, and resultant 
role strain may all act together to precipitate inter-personal problems. In a qualitative 
study, inter-personal strains of the older women with their children and daughter-in-laws 
in managing household chores and decision-making have been described through case 
histories (Rabindranathan, 2006). The relationship strains resulting due to management of 
household chores, and decision making over running the day-to-day household activities 
between older women (mother-in-law) and caregiver (daughter-in-law) has also been 
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examined in this context (Jamuna & Ramamurti, 1998; Kaushal & Teja, 1999; Kumar, 
1999).  
In sum, studies paint a dismal picture of the female older adults in India. However, 
it has to be mentioned that there is preponderance of studies among the females without 
spouse and most of the studies are conducted in rural areas.  
 
2.1.2. Economic Status 
 
The old-age security hypothesis states that the Indian elderly persons do not save for their 
old age but spend for their children (Dandekar, 1996). The parents spend money on their 
children by taking care of schooling and collegiate education and get them married, 
which, in case of females, covers a dowry (large amount of money and gold given to the 
bridegroom’s family).  
In urban areas, less than half (43.2%) of the male older persons and a small 
proportion (6.3%) of the female older persons engage in employment. However, the 
results may be misleading for females because a significant number of them engage in 
informal employment sectors (Adiraja & Palacios, 2005). Pal and Palacios (2006) report 
a higher rate of poverty in households with elderly persons due to their inability to 
contribute financially. Though the government, through social security and pension 
programs, provides financial support, they are not without limitations. For instance, a 
World Bank report states that among those who are retired in India only one in ten 
receive a pension (Adiraja & Palacios, 2005).   
Thus, during old age, financial care is expected from the adult children. Both 
national level surveys and small scale studies have found that  the majority of older adults 
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are dependent on their children for their financial needs (Irudaya Rajan, Mishra, & Sarma, 
1999; National Sample Survey Organization, 1998). In a time of escalating living and 
health costs, older adults may find it difficult to take care of their needs. Not surprisingly, 
in a focus group discussion, financial problems have been cited as one among the top 
three worries during old age (Jai Prakash, 1998). In sum, the financial needs during old 
age are contingent on the financial status and willingness of the adult children to take 
care of their parents. Needless to say more women than men are at the receiving end. 
  
2.1.3. Religiosity 
 India is a multi religious society. In the context of the present study, the three major 
religions, Hinduism (80.5%), Islam (13.4%) and Christianity (2.3%) (Census of India, 
2001) are discussed in the context of late life.  
 
2.1.3.1. Hinduism and Indian Older Adults. 
For Hindus, religiosity is considered as the core of life during old age. In Manu, a social 
text for the Hindu Indians, religion has been claimed to be one of the four institutions for 
an individual.  It has been told that during old age ‘leaving all connections behind, the 
individual must enter into complete seclusion where he and his god are alone together’ 
(Motwani, 1937, p.69).  
Manu’s code, dating back to more than 1000 years, is considered as a treatise of 
social relationships for human beings. ‘It is considered as an art of life, it is a technique 
and not mere categories of consistent concepts’ (Motwani, p.2). Manu’s theory (varna- 
ashrama- dharma) consists of four groups (Varnas), and corresponding four stages of life 
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(ashrama). Ashrama consists of studentship, house holding, partial retirement and full 
retirement. The varnas consist of the manual worker, the merchant, the warrior and the 
teacher. The individual in a particular stage of life is tied to the corresponding group 
through specific functions. This unity leads to harmony, which is called as Dharma. Thus, 
there are four social institutions: educational, family-economic, political and the religious. 
Based on this, a person who is a student must pursue education, must lead a simple life, 
and must abstain from worldly life. The second stage signifies family life, where, desire 
for procreation and property is the central feature. The third stage is partial retirement 
stage, which signifies civic service.  It is an age where the male older adult has 
grandchildren and must withdraw from the world or serve the family in a detached 
manner without any personal gains. ‘Simplicity, study, meditation and good-will toward 
the world should be the characteristics of the man at this stage’ (p.160). This stage is 
thought to prepare the individual for the next stage, which demands discipline for 
attaining spiritual salvation.  The last stage is signified by complete detachment (Sanyasa 
Ashrama), wherein the individual enters into a forest and practices Yoga and meditation 
for spiritual salvation. Success in this stage depends on success in the previous stages. 
Thus, the individual must have lived a full life where he had satisfied his desires and 
carried out his obligations to both the family and the society. 
  Another central tenet of Hinduism is the rebirth and doctrine of Karma. 
According to Hinduism, an individual is made up of body and soul (athma). Death, as 
believed by the Hindus is for the body and not for the soul. The soul has multiple births. 
Karma denotes the good and bad deeds committed in one’s past life. According to the 
doctrine of karma, present life is dependent on the sins and merits committed in the past 
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life. If a person had committed sins in the past life then he/she is bound to suffer in the 
present life. Likewise, good deeds in past life would result in a prosperity and 
commitment in present life. 
 
2.1.3.2. Islam and Indian Older Adults. 
Qur’an, the sacred religious text of Muslims prescribes the duties of the children towards 
their parents. In this section the major tenets of  Qur’an are taken from the citations 
provided by Irfan (1994). The older adults include parents, relatives and others who have 
turned old. It has been stated that parents should be placed next to God and this is evident 
in numerous instances, wherein the rights of the parents are placed next to the rights of 
God. In chapter 17 (AI-Asra) it is stated  
And your Lord has decreed that you worship none but him…. And that you be 
dutiful to your parents. If one of them or both of them attain old age in your life, 
say not to them a word of disrespect, nor shout at them but address them in terms 
of honor. And lower unto them the wing of submission and humility through 
mercy and say My Lord! Bestow on them your Mercy as they did bring me up 
when I was young. 
  On the financial commitment of the children towards their parents, it is told that 
all possessions belong to one’s parents.  Further, it is also stated that “Whatever you 
spend of good must be for parents first” (AI Qur’an 2:215 in Irfan, 1994).  
From the texts cited from the Qr’an it can be presumed that Islam places the older 
adults in high status and expects the children to revere, obey and take care of their 




2.1.3.3. Christianity and Older Adults in India 
The Holy Bible says that   “Life is a gift from God and long life is a boon from God”. 
According to the Bible life till the end should be lived with dignity and purpose (David, 
1994). On the duty of children towards their parents as evidenced in the proverbs, older 
adults are to be respected and taken care of. 
Proverb 23:22, “Listen to your father who begot you, and do not despise 
your mother when she is old”. 
Proverb 17:6, “Children’s children are the crown of old men, and the glory 
of children is their father”. 
Furthermore, the Holy Bible clearly states God as a central force during old age as is 
evident in the Psalms:  
 “Cast me not off in the time of old age; forsake me not when my strength faileth” 
(Psalm 71:9).   
 “Now also when I am old and grey headed, O  God! Forsake me not; until I have 
showed thy strength unto this generation, and thy power to everyone that is to 
come” (Psalm 71:18).  
 “Even to your old age and grey hair, I am he who will sustain you, I have made 
you and I will carry you, I will sustain you and rescue you” (Isaiah 46:4).  
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In sum, Christianity states that old age should be lived with dignity and self worth, 
and the adult children have to treat their older parents with respect and care. 
2.1.3.4. Conclusion 
Central to all the three religions is the emphasize on the children to respect and provide 
care for the older parents. Another common tenet is judgment day, where one has to give 
their account of their deeds in the present life. However, the three religions differ in the 
actual role to be played during old age. Hinduism prefers the older adults to refrain from 
worldly pursuits and meditate for salvation, whereas Christianity has stipulated that 
persons are born with a purpose and it is their duty to accomplish it and Islam considers it 
as a period where the older adults have to atone for their sins. 
2.1.3.5. Research on Religiosity 
The role of religiosity in the treatment of mental health problems has been underscored 
(Juthani, 2001; Wig, 1999). In a study conducted among urban and tribal elderly persons 
in India, it has been found that a substantial proportion of the older adults had high 
religiosity (Ray, Dasgupta, & Basu, 2003). In another study in an urban locality, it was 
found that the older adults had a high level of religiosity in comparison to the younger 
generation (Kundu, Sanyal, & Das, 1989). Despite the importance of religiosity, there 
were very few studies among the Indian older adult community on religiosity and its 
influence on the well-being of older adults. 
Research on religiosity among the Indian older adults in other parts of the world 
provides rich information on the practice of religiosity. In Singapore, using a case study 
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approach, religious belief and practices among the Malay and Indian older adults was 
studied by Mehta (1997). In her study, the Indian older adults opined that old age was a 
time to think about god, followed by some opining that it was a natural phenomenon. The 
Indian older adults practiced religion as a form of coping, praying and meditation. 
Consistent with the concept of athma, the Indian ethnic group believed that old age was 
‘aging of body and not, that of soul’. In addition, she also found that the respondents took 
the role of transmitters of religion, by emphasizing rituals and traditions among the 
younger generation. In a recent study, Nalini, Pargament, Kenneth, and Mahoney (2003) 
found that Hindus in America endorsed four religious pathways, devotion, ethical action, 
knowledge, and physical restraint/yoga, and these in turn, were associated with positive 
mental and physical well being. 
 
2.1.4. Social Support  
In India, it is a common place to find the older adults co-residing with their children, both 
unmarried and married. Similar patterns of living arrangements and social support have 
been documented in other parts of Asia (Honk Kong, Chow, 2000; Malaysia, Da Vanzo 
& Chan, 1994; Philippines, Natividad & Cruz, 1997; Singapore, Chan, 1997; Thailand, 
Knodel & Chayovan, 1997; Vietnam, Anh, Cuong, & Knodel, 1997). In India, the joint 
family and nuclear family cut across region, religion and socioeconomic status (Goswami, 
2000 in Ahmad, 2003). The Indian joint family, considered as one of the central pillars of 
Indian social organization (Srinivas, 1964, in Ahmad, 2003) is usually described as 
‘comprising a number of patrilineally related nuclear families living under one roof 
sharing the same hearth and immovable properties’ (Orenstein, 1966). It is considered as 
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a cohesive unit ordered by hierarchical relationships by birth order  (Ahmad, 2003). 
Traditionally, the joint family system provided necessary social support and succor to the 
older adult. Usually the oldest male member was the leader of the house. Decisions 
ranging from property inheritance to the marriage of the children were arranged in 
consultation with the older adult. During very old age and also during illness, care was 
available in the form of one or another family member.  
Currently, it is widely reckoned that due to urbanization, migration and increase 
in dual-career couples, the joint family system is disintegrating.  Due to occupational 
pursuits or inclination towards nuclear family, the married adult children are staying 
away from their parents. Though in most cases they provide economic help, the personal 
touch of caring is decreasing. Thus, more and more of older adults are left to fend for 
themselves. On the other hand, the nuclear family provides an individual with necessary 
autonomy and independence in his/her day-to- day activities. The older adults can pursue 
their activities and be free from other commitments like taking care of their grandchildren. 
One of the limitations of the nuclear family is the presence of low level of social support. 
To illustrate, if the older adult suddenly becomes ill, care for him would be difficult to 
come by. This scenario worsens when the older adult is without a spouse and resides in a 
city, where neighborhood relations are very less (Shah, 1999).  
Research conducted on the living arrangements and well-being of Indian older 
adults provides divergent findings. Nandal, Khatri, and Kadian (1987) in a comparison 
study on family types and loneliness conducted in an urban area found that older persons 
in nuclear families experienced more loneliness than those in the joint family. 
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Contradictory to this finding, a study found that there was no difference between joint 
family and nuclear family in terms of loneliness and death anxiety (Asgarali & Broota, 
2000). However it has to be mentioned that both these studies had not used random 
sampling method. 
On the relation between family type and mental health problems, it was found that 
joint family was both associated (Dube, 1970) and not associated with mental illness 
(Carstairs & Kapur, 1976).  In the light of these divergent findings, Venkoba Rao and 
Madhavan (1982) opined that it is the integration of the individual in the family that is 
more crucial than the type of family. Furthermore, the varied findings on the relationship 
between family type and well-being could perhaps be attributed to the social support 
provided by the family members. Alternatively stated, family type could be considered as 
a proxy of social support.  To elaborate, in the joint family as compared to the nuclear 
family, more numbers of persons may be available, and hence a higher probability for the 
older adults to receive social support. However, with more numbers of females entering 
into economic activities and concomitant increase in dual earning couples there may be 
inadequate support and care for the older adults. 
In sum, both the joint family and the nuclear family have their own advantages 
and disadvantages. Studies are equivocal on the relationship between type of family and 
well-being of the older adults. In the following paragraphs, research conducted on the 
familial relationships of the Indian older adults is provided.   
In a survey on 200 non-randomly selected older adults residing in an urban 
area,13.5% experienced humiliation due to family members treatment, 8.5% reported 
mental strain due to relationship strains with children, 7% worried about sons 
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employment, 6.5% were anxious about daughters’ marriage. 39% of them opined that 
basic needs previously provided by the family members were no longer available and 
even if provided lacked personal touch. More than half  of them (60.6%) felt that they do 
not have a role in maintaining and caring their families. More specifically, 57.8% 
reported loss of authority to make decisions and 31.15% of them were assigned menial 
duties against their interest (Singh, 1994).  
Sulekha (2001) conducted a study on a randomly selected 950 older adults with 
the objective of assessing their health and psychological problems. Results showed that 
more male older adults played a role in decision making than women. On care and 
support during illness, though a majority reported they received care during acute illness, 
more women (20%) than men (16.7) opined that they were not satisfied with the care they 
received. In divergence to these findings, Jayashree (2000) among  non-randomly 
selected 100 retired male respondents in the high-income group found that most of them 
resided with their spouse and unmarried children. They shared their problems and 
concerns with their children and also received financial help from them. They were 
independent in that they managed their finances and were only partially dependent on 
their children. Specifically on the relationship between children and parents, it was found 
that though the younger generation provided financial assistance, their preference for the 
nuclear family resulted in the older adult feeling isolated and emotionally deprived 
(Gangrade, 1988).  
Though not directly related with the objectives of the current study some 
comparative studies on institutionalized and community residing older adults are 
presented with the intention of gleaning out factors associated with well-being.  In a 
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comparative study involving institutionalized and community residing older 
persons(Suseela, 1997), life satisfaction was higher for those who were not non-
institutionalized. Other factors found to be significantly associated with life satisfaction 
were age, education, number of children and number of friends. In a study of 40 subjects 
in institutionalized and community setting it was found that older adults living with their 
families had cordial relations with other family members, had positive frame of mind and 
better quality of life than those who were residing in institutionalized setting (Sudha & 
Sonal, 1999). 
Studies have also been conducted on Indian older adults in Singapore and Britain. 
In Singapore, qualitative data on the living arrangements of the older adults were 
collected by Mehta, Osman, and Lee (1995) through twenty-three focus group 
discussions (FGDs). The participants included both older persons and adult children of 
high and low-income category from Chinese, Malay and Indian ethnic groups. Generally, 
Indian older adults preferred to reside with their sons. However, regional differences 
showed that more South Indians than North Indians preferred to live with their daughters 
on event of of their son migration or when their sons wished to stay independently. Three 
potential areas of intergenerational conflicts identified were: decision making, problems 
with daughter-in-laws and tendency of the elders to take for granted the care provided by 
the children. 
In Britain, Guglani, Coleman, and  Sonuga-Barke (2000) compared the 
psychological adjustment of Hindu grandmothers living in nuclear and extended families. 
The sample consisted of 36 and 34 sets of individuals from extended and nuclear family 
respectively.Being in an Extended family and Indian identity of the granddaughters were 
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significantly associated with the well being of the grandmothers. Another study compared 
grandmother and grandchildren from 44 Muslim and 42 Hindu families on the effect of 
family type and psychological adjustment (Sonuga-Barke & Mistry, 2000). Regardless of 
religion, it was found that grand children and grandmother both adjusted better in 
extended families than in nuclear families. A study on twenty Sikh elderly women found 
that five of them lived separately on their own. The rest of them, though they lived with 
their sons, exhibited feelings of loneliness, and abandonment due to being left alone and 
being far away from temples and other friends (Boneham, 1989).  
 
2.1.5. Physical Health Status 
Physical health problems, especially deficits in functional abilities deter the older persons 
from performing self-fulfilling roles and foster increased dependency on others, which in 
turn may lead to abuse and distress. The National Sample Survey conducted in India on a 
population of 50, 000 households have placed the prevalence rate of chronic health 
problems at 45%. Furthermore, small-scale studies conducted in various parts of urban 
India had reported that the majority of  Indian elderly persons were afflicted with health 
problems (Joshi, Kumar, & Avasthi, 2003; Irudaya Rajan & Mishra, 2001; Nandal, 
Khatri, & Kadian, 1987; Nandi, Banerjee, Mukherjee, Nandi, & Nandi, 1997; Shah, 
1993).The authors of these small-scale studies had stated that there was a positive 
association between age and physical health. A qualitative study conducted in Bangalore, 
India found that physical dependency was a more major source of worry than economic 
problems among the older adults (Jai Prakash, 1999). Dandekar (1996) found that  more 
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females reported chronic illness than  males and this was found to be associated with 
poor socio-economic status. 
 
2.1.6. Mastery 
Mastery signifies the extent to which the older adult has control over his life 
activities. Due to socio-economic dependence on their family members, the older adults 
may  attribute their life  events to external factors like family members, God and 
karma/fate. Mehta (1997) found that Singaporeon Muslim Malay older adults (n=15) 
considered the process of aging as the “will of Allah” and a period to atone for their sins. 
They believed after their death that there was a judgment day, wherein they have to 
account for their deeds before Allah, their god.  The concept of Takdir or fate surfaced 
often in the discussions. The author further mentions that the suffering due to illness was 
attributed to the will of Allah or fate. 
  Indian culture is patriarchal and hence elderly males may have a greater levels of 
mastery than Indian elderly females. For example, a study by Ramamurti and Jamuna 
(1984) found that aged women exhibited greater externality than aged men and this was 
found to be highly correlated with distress. With regards to marital status Jamuna (1989) 
found that eldelry women who had lost their husbands reported a decrease in authority 
and power.  
 
2.1.7. Correlates of Psychological Distress 
Rao (1997) in a community-based study involving random sampling method reported a 
prevalence rate of 89 per1000 for mental health problems among the Indian older adults. 
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A study on middle age group and older community based adults in an urban area found 
that psychological distress was more prevalent among older respondents and females 
irrespective of age (Shirolkar &  Indira Jai, 1996). In a rural sample of 183 (male-85, 
female-98) older adults, 61% were suffering from some kind of mental illness with a 
substantial proportion diagnosed with depression. The authors reported that more women 
(77.6%) were diagnosed  with  mental health problems than men (42.4%) (Nandi, 
Banerjee, Mukherjee, Nandi, & Nandi, 1997). In yet another rural based study with a 
sample size of 561 older adults, the prevalence rate of psychiatric illness was 43.32% 
(Tiwari, 1999).  Some of the factors associated with depression were gender (Prakash, 
1998), low socio economic status (Khetrapal, Soneja, & Kumar, 1997; Patil, Gaonkar, & 
Yadav, 2000), physical ailments (Satapathy, Kar, Das, Kar, & Patil, 1997) and less social 
support (Ramachandran, 1980). In a study of 220 older persons residing in an urban area, 
it was found that religious activities were negatively associated with depression (Patil, 
Gaonkar, & Yadav, 2000). In a study on 345 male and 165 female older adults, results 
showed that as age increased psychological distress decreased(Prema, 2000). Negative 
attitude towards old age, lower income, and unsatisfactory social relationship were found 
to increase psychological distress.  
 
2.1.8. Correlates of Life Satisfaction 
 
In a study by Aujla, Dhilon, & Sandhu (2000) on 120 non-randomly selected older adult 
respondents in rural India (60 Males & 60 females), more men (26.67%) than women 
(6.67%) played an influential role in family matters. An almost equal number of males 
and females reported that they were not enjoying old age. The reasons for decreased life 
satisfaction were ill health, economic insecurity, not considering themselves useful, 
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migration of the children, and being neglected by them. In a study of 100 older persons, 
life satisfaction was found to be associated with marital status of older females(Vimal, 
Srivastava, & Srivastava, 1998). Age, family network, and education of older adults were 
not significantly associated with life satisfaction. The relationship between marital status 
and psychological distress has been also established in other studies. Gurudoss and 
Lakshminarayanan (1989) in their study on life satisfaction and marital status found that 
the Indian elderly who lived with their spouses were more satisfied than those who were 
widowed/single. In a study of 100 non-randomly selcted retired older adults in an urban 
locality, it was found that those who had lost their spouses had more number of problems 
in the areas of finance, isolation, interpersonal and feelings of isolation (Malhotra & 
Chadha, 1996). A study on 40 male and 40 female older adults showed that those who 
were living alone, widowed/er/separated experienced more feelings of loneliness than 
those who were married (Rathi & Mrinal, 1996).  
With the objective of finding the association between hardiness, social support 
and psychological well-being, 120 non-randomly selected educated retired older adults in 
an urban area were interviewed (Nathawat, 2000). Results showed that older adults who 
reported high level of hardiness and high level of social support also reported high level 
of psychological well-being. In addition results also revealed that hardiness and social 
support jointly and significantly influenced psychological well-being. In a cross national 
study involving older adults from United states and India Venkatraman (1995) found that 
emotional support positively influenced well-being. To conclude in this section studies 
were described to identify the correlates of life satisfaction. Most of the studies are 
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explorative, have concentrated on background variables and very little is known about the 
influence of religiosity or mastery on life satisfaction. 
2.1.9. Abuse  
Despite emerging consensus that there is mistreatment perpetrated on the Indian older 
adults (Jai Prakash, 2001; Vaswani, 2001), the exact magnitude and nature of the problem 
is unknown. Existing information on mistreatment are sparse (Desai & Veedon, 1993; 
Jamuna, 1999) and largely based on anecdotal reports and few qualitative studies 
(Jamuna, 2003; Nagpaul, 1997; Veedon, 2001).  
In a descriptive study on 140 mistreated urban older adults (Srinivas & 
Vijayalakshmi, 2001), it was found, that verbal abuse (80.7%) was the most frequent 
followed by neglect (52.9%), financial abuse (37.1%), and physical abuse (22.9%). A 
majority (52.9%) of the mistreated older adults were women and 85% of them were 
widowed. The perpetrators were almost equally divided on gender (male-50.7% & 
female- 49.3%). Examining the relationship of perpetrators to the mistreated, the authors 
identified sons as the most frequent abusers. As for the impact of mistreatment, the 
victims expressed lack of happiness, sleep problems, mistrust towards others, poor 
appetite and suicidal ideation. In another study involving 749 destitute older adults, it was 
found that 530 (70.7%) of them were abandoned or did not have any kin to depend on 
(Mahayana, 1989 as cited in Vaswani, 2001). Among those who had contact with their 
kin, 68% of them reported having suffered humiliation and maltreatment.  
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In a research conducted in three villages, the rate of physical violence among 
older adults was found to be 40 per 1000 (Rao, 1995 as cited in Jai Prakash, 2001). In a 
study of 749 (369-men & 380 -women) elderly working-class persons, 30% of them 
reported that their family members sometimes abused them. The reasons for abuse as told 
by the respondents were inability to work, failing health, and lack of finances (Mahajan 
& Madhurima, 1995).  
In another study on 50 older adults in an urban slum, 48% opined that family 
members did not take care of their medical needs and 20% reported that their advice and 
opinion on money matters were unheeded. (Dave, 1996 as cited in Vaswani, 2001). 
Furthermore, though unclear, the author had also reported that there exists emotional 
neglect, which was exhibited by loneliness – arising out of lack of interaction with the 
family members.  
A community based study examined the extent and correlates of elder 
mistreatment among 400 randomly selected community dwelling older adults aged 65 & 
above in Chennai, India (Chokkanathan & Lee, 2006). The prevalence rate of 
mistreatment was 14%. Chronic verbal abuse was the most common followed by 
financial abuse and the rate of physical abuse and neglect was similar. Among the 
mistreated, exactly half of them had experienced more than one type of mistreatment 
(multifaceted- mistreatment). With the exception of financial abuse, significantly more 
women experienced verbal and physical abuse as well as neglect compared to men. Adult 
children, daughters-in-law, spouses and sons-in-law were the prominent perpetrators. The 
mistreated older adults were more depressed and less satisfied in life than those who were 
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not mistreated. Logistic regression analysis revealed gender, social support, and 
subjective rating of physical health as significant factors associated with abuse. 
 In sum, the studies on abuse among Indian older adults show that more women 
are abused than men and abuse is significantly associated with psychological distress. 
However, there exist paucity of  information on whether abuse has a direct or an indirect 
influence on well-being. 
2.1.10. Conclusion 
From the preceding studies on the Indian elderly the following salient points can be 
deduced: 
(1). Familial support plays a crucial role in the lives of the older adults. The social, 
psychological, economic, and health needs of the older adults are met by their families. 
The traditional role played by the families is being eroded due to the changing 
socioeconomic scenario. Further, with the exception of very few studies, almost all the 
studies have found that there is a decrease in the role played by the older adults in their 
families.  
(2). About gender, on all counts of life-social, familial, economical, and health, women 
are lagging behind men. An additional testimony to the inferior status of female older 
adults  is the finding that women are two times more at a risk of abuse than men. Despite 
this finding, there are very few studies that have looked into the gender differences on 
resources, stressors and well being.  
(3). Research on Indian elderly persons’ well-being are piecemeal and renders findings 
inconclusive. While studies have explored the psychosocial problems, it is not clear how 
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these problems impinge on the well-being. To explicate, evidence are available on the 
background profile like marital status, age, gender, living arrangement of the respondents 
and its association with either loneliness or life satisfaction, and not much is known about 
other stressors like life events and their association with well-being. Another finding is 
the absence of studies on the resources available to the older adults. For instance, there is 
no information on the association between social support and well being of the older 
adults or its association during time of stress and distress? Likewise, there is no research 
on how religiosity is associated with well-being. 
To summarize, research on the Indian older adults provides descriptive 
information on their social conditions, but not much research has been conducted on the 
resources, stressors and their influence on well-being. Additionally, most of the studies 
that were included in this review had limitations in the form of small sample size and 
unrepresentative sampling design.  Another point to mention is that almost all the studies 
on life satisfaction and depressive symptoms had not concentrated on the interaction 
between stressors and resources during old age.   
 
2.2. RESEARCH ON RESOURCES, STRESSORS, DEPRESSION AND LIFE 
STAISFACTION 
 
In this section, the influences of resources and stressors on depression and life 
satisfaction will be examined (Refer to Table 1). With the exception of one study, my 
review did not yield any other studies on this subject among the Indian population. Based 
on a life stress framework, Diwan, Jonnalagadda, and Balaswamy (2004) interviewed 256 
Asian Indian immigrant older adults in United States aged 50 years and above to find out 
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the risk factors and resources associated with negative and positive affect.  Being female 
was associated with greater negative affect. Among other factors, satisfaction with 
friendship was predictive of positive affect. Greater religiosity and mastery was 
associated with low levels of negative affect.  
 Turning to the Asian scenario, although, there are more studies than India, it has 
to be mentioned that there are fewer studies in comparison to the West. Hence as a third 
alternative in this section, studies are predominantly cited from the West.  The intention 
is not to transplant the findings from the West or from other Asian countries to Indian 
setting, but to provide a general understanding of the state of research in terms of types of 
resources, stressors, findings and models among older adults. 
2.2.1. Resources 
 Out of the 51 studies reviewed, social support and social networks have been most 
frequently considered as social resources. More specifically, a predominant number of 
studies had used social support (67%) than social network (16%). In line with this result, 
social resources had received the greatest attention, followed in a decreasing order by 
psychological resources and religiosity. Religiosity, though considered as a vital resource, 
surprisingly has been less studied than the social and psychological resources. A point to 
mention is on the number of resources across social, psychological and religious spheres 
studied. This is very important because resources may vary across individuals. For 
example, an atheist may not use religious resources but may draw upon mastery or 
support from others. Hence, including a single resource, may at best show that there is no 
relationship between religiosity (in this example) and well-being, but will not illuminate 
on resources in social and psychological domains. From this review, it appears that only a 
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single study has paid attention to all three resources (social, psychological and religious), 
15 studies on two resources (13 on social and psychological, 2 on social and religious 
resources), and the rest of them on a single resource.  
Conceptual definitions of the constructs vary widely. For social support, there are 
17 different operationalizations varying from emotional support to aid received from 
adult children. To compound this further, while some research had concentrated on 
support received from specific sources (friends, children, spouse, etc) others have 
concentrated on social support irrespective of sources. Closely related to the varying 
conceptualization issue is the measurement of the constructs. Here, again, one witnesses 
varying measures. The measures range from ad-hoc questionnaires- items specifically 
generated for a particular survey, selected items taken from existing scales to full scales. 
The presence of widely varying conceptualizations renders generalizations difficult.  
Likewise, for religiosity, studies have concentrated either on extrinsic or intrinsic 
religiosity. In contrast to the issues posed by social support and religiosity, locus of 
control enjoys a relatively fair consensus on conceptualization. However, it has to be 
mentioned that few studies have measured domain specific locus of control against a vast 
majority of studies that have concentrated on general locus of control either measured by 
the mastery scale (Pearlin, 1978) or the Internal- External locus of control scale (Rotter, 
1966).  
2.2.2. Stressors 
 Life events are the most often used stressor followed closely by physical health status 
(illness/disability). In measuring life events, studies have based their time frame from six 
months to a year. Additionally life events have included discrete life events occurring in 
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ones’ life, domain specific life events (work related or significant roles) and single life 
events like hospitalization. With the exception of two studies, notable is the absence of 
subjective assessment of stressful nature of events. This is vital given the claims that 
more than the number of life events it is the subjective perception of the events that is 
strongly associated with well-being. In daily hassles, financial strain was the most often 
measured item. 
In short, studies have been largely confined to a single stressor, particularly life 
events and there is not even a single study that has measured stressors like abuse. This is 
not surprising in the light of the observation made by Aneshensel (1992, p.17) ‘stress 
research continues to emphasize one particular type of stressor, life-event change.’ 
 
2.2.3. Outcome Variables  
Depression is the most often-studied outcome variable as a measure of psychological 
distress. To substantiate, out of the 51 studies reviewed here, 36 of them had used a 
measure of depression, and only 14 of them had considered life satisfaction. There are 
very few studies, which simultaneously examine both outcome constructs.  Other 
outcome measures are morbidity and disability. Depression has been measured, to a 
substantial extent by the Center of Epidemiological Study Depression (CES-D) scale 
(Radloff, 1977). With regards to studies concerning well-being, life satisfaction has been 
measured by single or double items. In sum there is preponderance of studies on 
psychological distress and relatively few studies on life satisfaction. 
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Table 1 Resources, Stressors, Depression and Life satisfaction 
 
 




870 Support/Aid from 
adult children 





516 Social support, 
Locus of control 
Life events Health Locus of control and social support did not 
show independent or mediating or 
buffering effect on health. Though there 
was an association between resources and 
life events it did not influence health. 
Norris & 
Murrell, 1984 











Higher level of resources lead to decreased 
global stress (Stress Damper) 
Higher level of   resources lead to 
decreased depression (Symptom 
Dampener) 
Resource mitigated the impact of stress 
and decreased its effect on depression 
(buffer) 
Low level of resources during higher level 












Social support had a significant negative 
effect on physical health. As regards, 
psychological well-being, social support 
buffered the influence of life events on 
psychological well-being. 
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Table 1 Resources, Stressors, Depression and Life satisfaction 
 
 
Authors N Resources Stressors Outcome Results 
Krause, 1987a 265 Social support, self-
esteem 
life events and 
their perceived 
stress 
Depression Social support did not have a direct 
impact on depression. It increased self-
esteem, which in turn was associated 
with less depression. 
Krause, 1987b  Locus of control Financial strain Depressed affect, 
positive affect, 
Somatic activities 
Locus of control buffered the influence 
of financial strain on depressed affect 













Social support did not have direct or 
indirect relationship with stress or 
depression 
Dean, Kolody, 
& Wood, 1990 








Depression Positive relation of stressors with 
depression. Main effect evident. No 






439 Social support, 
perceived support, 
self-esteem. 




Social support, self-esteem had a direct 
impact on psychological distress and 
physical disability. No mediating 
effect. 
Ellison, 1991 NA Religiosity 
Social interaction 
Life events Happiness 
Life satisfaction 
No mediating effect. Religiosity had a 
direct effect on happiness and life 
satisfaction. No significant association 
of social interaction with outcome 
variables 
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Table 1 Resources, Stressors, Depression and Life satisfaction 
 
 
Authors N Resources Stressors Outcome Results 








Financial strain Somatic and 
depressed affect 
Financial strain eroded personal 




301 Social support Life events  
Hassles 
Depression Decreased social support resulted in 
increased depression. 
Decreased social support resulted in 
increased hassles, which in turn was 












Life satisfaction,  
Happiness 
Goal attainment 
Positive association between stressful 
events and subjective well-being. 
Decrease in subjective health resulted 
in decreased subjective well-being. 
Self-esteem was positively associated 











negative affect  
Expressive and instrumental support 
had a weak direct effect on positive 
effect and no influence on negative 
effect. Expressive support buffered the 
influence of widowhood and health 
problems on positive affect. Similar 
results for instrumental support among 
married elderly persons were found. 
However, for those who were 
widowed, instrumental support was 




Table 1 Resources, Stressors, Depression and Life satisfaction 
 




624 External religiosity - Life satisfaction, 
well-being, 
positive affect and 
negative effect 
Religiosity had a direct salubrious 
effect on well-being after controlling 
for other demographic variables. 
Newsom & 
Schultz, 1996 







Physical impairment was associated 
with lower levels of all types of social 
support. Lower levels of social support 
was an important reason for lower 
levels of depression and life 
satisfaction. Additionally it was found 
that depression was a cause of 




200 Social network, Social 
support(instrumental 
and emotional) in 10 
relations 




Depression Stress was positively associated with 
depression.  Network size was 
negatively associated with depression. 
Emotional support moderated the 














Depression Main effect evident. Increased 
religiosity leads to decreased 
depression.  No buffering effect was 
evident for religiosity.  For other 






3240 Social support Depression Physical 
functioning 
Social support buffered detrimental 
impact of depression on functional 
decline.  
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Arthritis Depression Positive relationship between Arthritis 
and depression.  Structural social 
support, mastery and self-esteem were 
negatively associated with depression. 
Emotional support and mastery 
mitigated the effects of arthritis on 
depression. 
 
Fernandez &  





Life events Depression Impact of stressful events of social 
networks was buffered by satisfying 
relationships and self-esteem. 
Satisfying relationship also buffered 






Religiousness Life events in 
salient roles 
and in non 
salient roles 
Mortality Religious coping offsets the effects of 
















Perceived control mediated support 









Social support Life stressors Depression Both direct and buffering effect was 
evident. Increased levels of social 
support were associated with decreased 
levels of depression. Social support 
buffered the impact of stressors on 
depression. 
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Table 1 Resources, Stressors, Depression and Life satisfaction 
 
 
Authors N Resources Stressors Outcome Results 
Husaini, Blasi, 












Depression Direct negative relationship was 
evident for all resources on depression.
Perception of social support mediated 









Disability Depression Increased disability resulted in 
increased depression. Instrumental 
support  had a weak positive effect on 
depression. Social support mitigated 
depressed affect when only subjective 





Generalized locus of 
control 
Life events Depression Lack of social support was associated 
with increase in life events, which in 













Social support was significantly 
related to subjective well-being and 

















Life satisfaction For Chinese, decreased health resulted 
in decreased life satisfaction. Size of 
network rather than density had a 
positive effect on life satisfaction.  
For Americans, density of network 
resulted in high levels of life 
satisfaction. For men density of 
network mitigated the influences of 
health problems on life satisfaction. 
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Authors N Resources Stressors Outcome Results 









Health status Negative effects of SES on health tend 







Network, aid from 
children, mastery,  
Self-esteem 




Main effect was evident for mastery 
and network on negative affect and 
psychological well-being. 
Hospitalization (life event) was 
significantly negatively associated with 
positive affect and psychological well 
well-being. 




Locus of control 
(LOC) 
Financial strain Depression LOC both mediated and moderated the 








Locus of control 
Physical capacity 
- Self-rated health 
Mental health 
Life satisfaction  
LOC increased mental health that was 
associated with increased life 
satisfaction. 
Presence of direct effect of social 










social support  
Disability Depression Both direct effect and indirect effect 
was evident for mastery and perceived 
social support on depression. 
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Authors N Resources Stressors Outcome Results 










Activities of Daily 
Living (ADL), 
mental health. 
Direct effect was evident for life events 
and socio economic resources on ADL 
and mental health. Socio economic 
resources than individual resource 
were influential in predicting ADL and 
mental health. 








Depression Positive association between social 
















Depression Psychological resources had negative 
association with depression.  
Only mastery buffered the influence of  
diabetes on depression. There was no 
buffering effect for other illness. 
Instrumental and social support were 
positively associated with depression. 




Family social support Financial strain Depression Financial strain mediated family social 









Higher level for social support lead to 
higher level of subjective health for 
men. Direct effect was high for men 
than women. 





Social support - Depression 
Suicidal ideation 
Social support had a direct negative 
relationship with depression and 
suicidal ideations 
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Depression High level of hassles resulted in high 
level of depression. 
Emotional ties attenuated the effect of 
stress on depression. 






  - Psychological 
distress 
Internal control had a main effect on 
psychological distress 








Life strain had a direct effect on 
depression. For males and not for 
females, friendship network 
moderated the influence of life strain 
on depression.  
Chou, 2005  
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Social support, 




Depression Sense of control and social support 
influenced depression by decreaseing 
the likelihood of  problems associated 



















Depression Religiosity and mastery had a 
significant negative relationship with 
depression. 
Effect of religiosity on depression was 
stronger for African women than men.
Mastery attenuated the influence of 













Authors N Resources Stressors Outcome Results 
Lia, Liang, 




Social support from 
adult children and 
friends 
Widowhood Depression Social support from adult children 
buffered the effects of widowhood on 
depression. There was no association 








- Self-rated health Emotional social support did not have 
relationship with self-rated health. 
Krause, 2006  
786 
Church based support 
Secular support 
Financial strain Self rated health 
 
Church based support buffered the 
impact of financial strain on self-rated 
health. Secular support did not have 




There is a consensus among the studies about the positive influence of stressors on 
psychological distress and negative influence on life satisfaction. However, about the 
relationship of resources with depressive symptoms and life satisfaction, findings support 
direct and indirect effect including mediating and moderating relationships. With the 
exception of a few studies, almost all studies have stated that lower levels of social 
support are negatively associated with life satisfaction and positively with depression. 
It is interesting to find that more studies have provided evidence for the 
moderating role of social support than for the direct influence, and there is less 
information on the mediating role. Further, there are some studies that have maintained 
that there is no direct or moderating influence of social support on well-being.  
Religiosity is found to have a salubrious effect on well-being. Additionally, results are 
ambiguous on the mediating role of religiosity. About locus of control, the findings 
almost equally support the direct and indirect influences on well-being. Almost all the 
studies have considered resources, as exogenous variables and the effect of stressors on 
resources have not been elucidated. To illustrate, the older adult may be afflicted with 
illness and this may increase the support and care he receives, which in turn may decrease 
psychological distress and increase life satisfaction. Another pertinent finding from this 
review is the presence of very few studies on the interaction of stressors and resources on 
well-being from a gender perspective. Mixed findings on the psychological vulnerability 
of men and women older adults (see Pinquart and Sorensen, 2001) and differential impact 
of resources underscore the need to conduct further research. In short, the studies cited 
48  
play a vital role in illuminating the various pertinent issues on resources, stressors, 
outcome variables, and conceptual models.  
 
2.2.5.Conclusion 
Integrating the research on older Indian adults and stress theory, the following 
observations are in order: (a.). Though there are studies on psychosocial correlates of 
depressive symptoms and life satisfaction among Indian older adults, the studies to a 
large extent are atheoretical. (b). Apart from one study on hardiness and social support, 
the literature reviewed did not show any other studies in this area among Indian older 
adults. (c). Among Indian older adults, social support, religiosity and mastery are 
considered as significant factors in their day-to-day life. However, surprisingly, Indian 
research do not shed light on how these factors influence depressive symptoms and life 
satisfaction. (d). Health problems, life events and abuse emerged as significant stressors 
among Indian older adults. (e). Among the stressors studied abuse has not received 
attention from the researchers. Additionally, depression has been considered as an 
outcome variable and life satisfaction has been relatively less studied. (f). Gender 
differentials on the relationship between resources, stressors and their subsequent 
influence on depressive symptoms and life satisfaction have received less attention. In the 






3. Theoretical Framework 
 
The purpose of this section is to present the theoretical framework for explaining the 
associative factors of depression and life satisfaction of Asian Indian older adults. To 
begin with, the major premises of the theoretical framework and different models to be 
tested are described. Following this, the indicators and measures of the relevant concepts 
to be integrated in the framework are presented.  
The primary focus of the current study is to explicate the links between social 
stressors, social resources and life satisfaction and depressive symptoms of the older 
adults by embedding that relationship in a broader social context. Resource Theory based 
on the life stress paradigm was considered as the guiding theoretical framework for this 
current study (Ensel & Lin, 1991).  
The rationale for selecting Resource theory is two-fold. (1). There is increasing 
call to study the well-being of  older adults from a multidimensional (bio-psychosocial 
and religious perspective) and interactionist perspective (Alkema & Alley, 2006). The 
resources theory provides a viable platform by examining the stressors and resources 
available in the bio, psychosocial and religious spheres of the older persons. Additionally, 
from an interactionist perspective, the model would elucidate the interplay between 
stressors and resources and their subsequent influences on well-being. (2). As evidenced 
in the literature review, there exist few studies on the interplay between resources and 
stressors on well-being among Asian Indian older adults. Hence it is believed that this 
model would not only provide a rich understanding of the factors entrenched in the 
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psychosocial and religious spheres of the Indian older adults, but also would throw light 
on their association with depressive symptoms and life satisfaction.  
 
Generally, in the stress paradigm, it is posited that stressors influence well-being 
and that there is an interaction between stressors and resources. As such, the process of 
stress has been conceptualized under three broad domains: (a). the sources of stress, (b). 
the mediators of stress, often referred as psycho-social resources, and (c). the outcome of 
stress, which may be either physical or psychological outcome (Pearlin, Lieberman, 
Menaghan, & Mullan, 1981). The term stressor is used to refer to those problems, 
hardships and other circumstances that have the potential to affect adversely the 
depressive symptoms/life satisfaction (Pearlin, Lieberman, Menaghan, & Mullan, 1981; 
Pearlin, Mullan, Semple, & Skaff, 1990). Psychosocial resources are identified as 
elements in the internal (psychological) and external (social) environments, which either 
enhance well-being or mediate or counter the potential adverse consequences of stressful 
conditions or situations (Lin, 1986). In addition to  psychosocial resources, religious 
resources are also considered in the present study. Henceforth, resources in this study 
denote psychosocial and religious elements that either enhance or mediate the influence 
of stress.  
Two influential approaches exist in explaining the role of psychosocial resources 
on well-being. The Coping theory posits that psychosocial resources moderate the 
relationship between stressors and well-being (Pearlin & Schooler, 1978). Stressors are 
considered as the refferant points. Stressors are posited to influence well-being by 
influencing resources. On the other hand, the Distress-Deterrent Theory states that the 
51  
presence of psychosocial resources minimizes or deters the likelihood of occurrence of 
stressors or their impact on the well-being (Ensel & Lin, 1991). To explicate, resources 
either directly or indirectly influence well-being. For example, older adults reporting 
mastery may practice action-oriented behaviours such as saving for their future, which in 
turm might minimize the likelihood of financial problems. Based on the integration of 
these two theories, Ensel and Lin conceptualized six models and tested them using a 
three-wave panel data. Due to cross sectional design of the current study, only three 
models- independence model, stress-suppression model, and counteractive model are 
tested (Figure 1).  
The independence model states that psychosocial resources and stressors 
influence stress. Inherent in this model is the assumption that psychosocial resources 
directly influences well-being and do not the mediate the influence of stress. Likewise, 
stress directly influences well-being and does not decrease psychosocial resources. In 
sum, psychosocial resources enhance well-being; whereas stressors decrease well-being. 
Stemming from this model, it is expected that there is a positive relationship between 
stressors and depression, inverse relationship between resources and depression. As for 
life satisfaction, there will be an inverse relationship between stressor and life satisfaction, 
and a positive relationship between psychosocial and religious resources and life 
satisfaction.  
In addition to direct effects of stress and psychosocial religious resources, the 
second model, stress-suppression model assumes that resources decrease the likelihood of 
occurrence of stress, which in turn enhances well-being. To illustrate, when there is a 
higher level of social support,  the likelihood of older adults being abused diminishes.  
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The third model, the counteractive model, states that stress enhances psychosocial 
resources, which in turn increases well-being. An example of this process would be that 
when an older adult is afflicted with illness, his family members may take care of him 
and relatives may visit him/her thereby increasing the social support of the older adult.  
Given the cross sectional nature of the data in the present study, statistically the 
counteractive model and the stress-suppression model can be assessed by examining the 
direct relationship between stressors and resources. A negative relationship between 
stressors and resources is indicative of stress-suppressor model, while a positive 
relationship between stressors and resources provides evidence for counteractive model. 
Furthermore, for both the models there must be a significant indirect effect of resources 
on depressive symptoms and life satisfaction (Martina, Grünendahla, & Martina, 2001). 
For the present study three stressors: life events, health status, and abuse are 
considered. For resources, mastery, social support, and religiosity are considered. For 
outcome variables, depressive symptoms measured by GDS and CES-D, and for 
subjective well-being life satisfaction are included. 
 
3.1. SOCIAL STRESSORS 
 
3.1.1. Life Events  
Life events have been at the center of much stress research for the past two decades 
(Pearlin & Skaff, 1995). In the field of gerontology, though there has been extensive 
research on life events, it has not been yet well established whether older adults 
experience more number of life events than younger adults (Pearlin & Skaff, 1995). In 
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fact, it has been conjectured that a possibility exists that older adults would experience 
less stressors than the other age groups (Murreell, Norris, & Grote, 1988). 
However, what has been established is the inverse relationship between life events 
and well-being of older adults. In a meta analysis of 25 studies, it was found that there 
was a modest but significant correlation between the total number of  life events and 
depressive symptoms (Kraaij, Arensman, & Spinhoven, 2002). Both prospective and 
cross sectional studies have demonstrated that live events like death of a spouse (Kessler, 
1997; Lawton, 1996), family relationship problems, financial problems (Krause, Jay, & 
Liang, 1991) and health status (Abu-Bader, Rogers, & Barush, 2002; Chong et al, 2001; 
Martin, 2001; Murrell, Norris, & Grote, 1988) are significantly associated with 
psychological distress and life satisfaction of older adults.   
Despite these findings on the association between life events and well-being, it is 
quite surprising to note that there is very little research on life events conducted among 
Indian older adults. Hence in the current study, life events will be included as a stressor.  
At this juncture, it is important to examine some of the methodological issues 
associated with the assessment of life events: single event measurement vs. multiple 
events measurement, content validity, and stressful nature of the events.  
One, several researchers have concentrated on a single event like financial 
problems or death of significant others and have not taken into account the multitude of 
other events experienced by the older adults. To state it succinctly, life events are 






Figure 1 Models of Depression and Life Satisfaction 
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To illustrate, finacial strain experienced by an older adult may be due to loss of  
spouse or due to disabilities. Hence, studies assessing only financial problem may 
overlook the additive nature of life events and their subsequent influence on well-being.  
 
Two, criticism has centered on the content validity of the life event items. Thotis 
(1983) reviewed the content validity of the life event schedules and remarked that there is 
no uniform sampling of items. To elaborate, the schedules had more items likely to occur 
for the younger generation than for the older generation. Three, another criticism is 
against the presence or absence of life events and its association with well-being. 
Increasing evidence suggest that mere presence of events need not necessarily influence 
well-being, but subjective rating of life events do so (Thotis,1983). For example 
retirement for some could lead to distress and for others, it could enhance well-being. 
Last but not the least, is the contention that a life event, its nature and its subsequent 
impact to a large extent are shaped by the specific socio-cultural milieu of the 
respondents (Turner & Avison, 1992). For instance, marriage of one’s daughter may be 
both an occasion of joy and stress in India. However, for some older adults, it may be a 
source of stress due to large amount of dowry and other marriage expenses. Likewise, 
one’s own problems and also the problems of significant others (sons/daughters) can 
cause distress. For example, divorce of one’s daughter may result in stigma to the family 
including her parents. Additionally, familial relationship problems, problems of children 
(e.g. son’s unemployment, problems with in-laws) daughter-in-law problems are unique 
sources of stress for the Indian elderly. 
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In sum, from the preceding discussion, the following aspects would be considered 
while generating a life events checklist for the Indian older adults in the current study: 
a. Cognizant of the limitations of  measuring a single life event, a multiple event checklist 
would be generated. The life event checklist for the present study would contain discrete 
life events, most likely to occur in the familial, health, social, and economic spheres of   
life would be generated. The intention is to have a schedule that would reflect the events 
that are most likely to occur within ones’ life’s phase and social milieu. 
b. The response scale will include both yes/no format for the presence or absence of 
events and also a response scale for subjective rating of stressful nature of events.  
 
3.1.2. Health Problems 
National Sample Survey Organization (1998) survey reports that  54.5 % of the older 
adults have one or another chronic illness. Another salient finding is that more women 
than men reported higher levels of health problems. Health problems were considered in 
this study due to its association with well-being (Joshi, Kumar, & Avasthi, 2003; Irudaya 
Rajan & Mishra, 2001; Nandal, Khatri, & Kadian, 1987).  In the present study, items on 
subjective perception health, number of physical and mental health problems were 
included.   
 
3.1.3. Abuse 
In India, there are very few studies conducted among the community dwelling older 
adults on the mistreatment they receive at the hands of family members. The victims of 
abuse reported symptoms of depression, death wishes, less happiness, somatic complaints, 
sleeping problems, and decreased life satisfaction (Chokkanathan & Lee, 2006; Srinivas 
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& Vijayalakshmi, 2001). In the present study both abuse and neglect were considered as 
indicators of stressors. 
 
 
3.2. SOCIAL RESOURCES 
3.2.1. Social Support 
Social support has been consistently associated with well-being, and in India, it assumes 
added significance due to the socioeconomic dependency of the older adults. Literature 
on social support reveals an array of terminologies like social ties, network, social 
activities, which compound the difficulties associated with conceptual differentiation  
(House, Umberson, & Landis, 1988).  In a review of 33 instruments on social support and 
network, it was found that 14 definitions were either ill defined or not defined. The 
author concluded  “as long as conceptual and operational confusion prevails, the 
predictive utility of the concepts will not progress, to the stage where logical and 
meaningful intervention can be developed” (O’ Reilly, 1988).  
Literature reviewed reveals that social support is most often measured as an 
indicator of resources. Further, results are equivocal, in that, while there is evidence for 
the attenuating effects of social support on depression, some studies have maintained that 
there is mediating effect and still others have maintained that there is no relationship. One 
of the possible reasons for this could be attributed to the conceptual issue of social 
support. To explicate, some studies have assessed only the emotional and instrumental 
support, others have concentrated on the network size, and still other studies have 
concentrated on the source of support.  Another reason could be the absence of influence 
of other resources. When social support has been assessed as a single resource, there is a 
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high chance for it to gain statistical significance versus when it is measured along with 
other psycho-religious resources.    
Broadly speaking, social support is measured on structural aspects and functional 
aspects. The structural aspects are assessed from the number, type and geographical 
distribution of social contacts. Though social network is essential for support, mere 
presence of a network does not guarantee the availability of support (O’ Reilly, 1988).  
On the other hand, the functional aspect denotes the kinds of support functions, and its 
perceived value. Based on this, Cohen and Wills (1985) differentiated four different 
supports; esteem support (valued by others), informational support, instrumental support 
and social companionship (leisure activities). Further, social support has been categorized 
as perceived support or subjective appraisal of support and actual support. A number of 
studies have established the association of perceived support with mental health status 
(Kessler, 1992). In the current study the functional aspect of social support was assessed 




Due to religion, religiosity, and spirituality being used interchangeably,  conceptual 
clarification is in order. “Religion is a social institution that attempts to give each new 
generation an opportunity to benefit from the religious knowledge and spiritual insights 
of those who came before” (Atchley, 2000, p. 288). Religiosity has been defined as an 
adherence to a prescribed set of beliefs and practices associated with a creed, 
denomination or sect (Moberg, 1965). Religiosity, religious involvement or religiousness 
are multidimensional concepts used to describe “which people identify with a religion, 
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have religious knowledge, espouse religious belief, experience religious emotions and are 
exposed to the influence of religion in their lives” (Krause, 1993 in Atchley, 2000, p.291). 
Thus, religion is a social institution,and religiosity is a multi-dimensional concept which 
describes the subjective experiences, knowledge and beliefs of the person.  
Frankl (1963) defined spirituality as the human drive for meaning and purpose. It 
has also been defined as a sense of purpose and meaning in one’s life, a sense of 
transcendence over present circumstances with a feeling of inner- connectedness with the 
universe (Moberg, 1965). Central to these definitions is the meaning and purpose in one’s 
life and concentration on ultimate concerns over present circumstances. Thus, a person 
can find meaning in nature’s beauty and another can find meaning in music or art or 
literary works. 
Though religiosity can be one’s ultimate concern, it need not necessarily be the 
only ultimate concern.  Spirituality can also be attained by philanthropic activities. 
Alternatively, though religious persons may be spiritual, a spiritual person need not 
necessarily be religious. In conclusion, though spirituality and religiosity are inter-
connected concepts, they need not necessarily co-exist. In the current study, religiosity 
will be included as a resource that influences well-being.  
 Further, definitions of religiosity are based on an organizational (extrinsic) and 
non-organizational (intrinsic) basis. The former refers to the church/temple/mosque 
attendance, frequency of religious behavior, while the later consists of ones’ subjective 
belief in religion (Moberg, 2001). The author further states that intrinsically religious 
people compared to extrinsically religious people have higher self-esteem and lower rates 
of depression. 
60  
3.2.2.1. Beneficial Effects of Religiosity 
Beneficial effects of religiosity on mortality (MCcullough, Hoyt, Larson, Koenig, & 
Thoresen, 2000), physical illness and mental health have been extensively studied 
(Fehring, Miller, & Shaw, 1997; Mickley & Soeken, 1992).  
 Religious participation provides social support, sense of belonging and act as 
social networks that can increase member’s social support resources for coping with both 
crisis situations and ongoing challenges such as the need for assistance (Atchley, 2000). 
From a cognitive perspective, religion makes the individual perceive stress in a less 
threatening manner, and provides one with social support as well as enhances ones’ 
psychological resources (Koenig, 1995). 
  Ardelt (2003) in her study on the association among religion, purpose in life and 
subjective well being found that intrinsic religiosity was negatively associated with 
subjective well-being. However, shared religious activities were found to be significantly 
associated with death avoidance. In a study on sixty-six young adults and sixty-eight old 
persons, though age and religious belief did not directly influence emotional well being, 
it was found that people who frequented religious institutions reported fewer depressive 
symptoms. Similar results were reported by a study conducted in Europe at the individual 
and national level (Braam, et al. 2001).  
 However, there are studies which have contradicted the finding that intrinsic 
religiosity is inversely associated with well-being.  Research has reported that intrinsic 
religiosity was positively correlated with life satisfaction and inversely correlated with 
depression (Idler & Kasl, 1992; Koenig, George, & Peterson, 1998). Studies reported that 
strong religious faith was associated with greater life satisfaction, increased happiness 
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and fewer negative experiences due to traumatic incidents (Elison, 1991; Patrick, & 
Kinney, 2003). In a series of studies, association between religiosity, self esteem, 
emotional support and life satisfaction was explored.  Results revealed that religiosity 
was positively related to self-esteem, emotional support (Krause, 1992), and life 
satisfaction (Krause, 1993). On three levels of religiosity, high, low and moderate, self-
esteem was higher on the first two categories and lower on the last category, thereby 
revealing a non-linear relationship (Krause, 1995). 
 As in the West, in India religious activities involve both extrinsic and intrinsic 
religious components. Intrinsic religious activities include meditation, praying, reading 
sacred books, and so on. Extrinsic religious activities involve visiting temples, going on a 
pilgrimage.    
 In sum, almost all the studies on religiosity support the salubrious effect on well-
being. However, it is not clear as to whether religiosity has a direct or indirect effect on 
the mental health of the elderly. Due to higher levels of religiosity among Indian older 
adults and lack of literature on the association between religiosity and well-being, 
religiosity is considered as an indicator of resource in the present study.  
 
3.2.3. Mastery 
Research has extensively documented the positive effects of mastery on physical and 
mental health (Roberts, Dunkle, & Haug, 1994; Zaurta, Reich, & Newsom, 1995). 
Typically researchers have conceptualized that control beliefs are conceptual antecedents 
based on numerous experimental studies that have shown the positive association 
between mortality and locus of control (Langer & Rodin, 1976; Rodin & Langer, 1977). 
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As evidenced in the review of literature, Indian older adults, both men and women, 
are dependent on other family members for their socioeconomic needs. Additionally, the 
family as a system is more highly valued than the individual.  Hence, there is a possibility 
that control over older persons’ lives would be in the hands of the other family members, 
especially their adult children and daughter-in-laws. The preferences of the older adults 
in their day-to-day life’s may be sacrificed to those of the younger generation. Secondly, 
belief in God instills humility in older adults, which is evident in their attribution of both 
desirable and undesirable events to God. For example, it is a commonplace to hear in 
day-to-day discourse that ‘everything is in the hands of God,’ ‘we are mere tools’, and ‘it 
is Gods’ wish’.  While attribution to God may be beneficial, it might also foster a ‘culture 
of silence’ which in turn may result in distress.  
Thus, from the preceding discussion it can be concluded that the socio-economic 
conditions and religious belief may foster external locus of control, and this may result in 
psychological distress. In the current study, mastery will be included as a measure of 
locus of control. In addition, items to assess attribution to religion and god will also be 
included. 
3.2.4. Outcome Variables 
There exist considerable differences in the way subjective well-being is conceptualized. 
Increasing evidence indicates that the concept can be based on cognitive evaluation, 
negative affect and positive affect (Chamberlain, 1988). Cognitive dimension is based on 
stable, long-term assessments of quality of life, while affective dimensions are based on 
relatively transitory assessments of life quality (Andrews & McKennell, 1980). In the 
63  
current study, life satisfaction is used as a measure of subjective dimension well-being. In 
addition depressive symptoms are used as a measure of psychological distress. 
 
3.2.5. Conclusion 
In the present research, reosurce theory is considered as the theoretical framework. 
Resources (social support, religiosity and mastery), stressors (life events, abuse and 
health problems), and well-being (depressive symptoms and life satisfaction) identified 
from the Indian literature were integrated within resource theory and three models: the 
independence model, the counteractive model and the stress-suppresor model were 

























In this chapter, research questions, major hypotheses, the design of the study, 
operationaliszation of concepts, tools of data collection, plan of data analysis and ethical 
issues are detailed.  
4.1. RESEARCH QUESTIONS 
The general objective of the current research is to examine the complex relationship 
between resources, stressors and their influence on depressive symptoms and life 
satisfaction of the older adults in Chennai, India by testing three models – Independence, 
stress-suppressor and counter active models. The specific research questions and 
hypotheses to be tested for the entire group and for the male and female older adults are: 
1. There is a direct relationship between resources and depressive symptoms/life 
satisfaction 
2. There is a direct relationship between stressors and depressive symptoms/life 
satisfaction 
3. In addition to the direct relationships between stressors and depressive symptoms/ 
life satisfaction and resources and depressive symptoms/life satisfaction, stressors 
mediate the influence of resources on depressive symptoms/life satisfaction 
4.   In addition to the relationship between stressors and depressive symptoms/life    
satisfaction and resources and depressive symptoms/life satisfaction, stressors 
mobilize resources, which in turn influence depressive symptoms/ life satisfaction  





4.2. HYPOTHESES OF THE STUDY 
 
 
4.2.1. Resources, Stressors, and Depressive Symptoms 
 
   4.2.1.1. Independence Model 
 
 
H1DS: (Hypothesis 1 for depressive symptoms) There is an inverse direct 
relationship between resources and depressive symptoms. 
H2 DS: There is a positive direct relationship between  stressors and depressive 
symptoms 
H3 DS: The fit of the independence model to the data is good. 
 
    4.2.1.2. Stress Suppressor and Counteractive Model  
 
 
H4 DS: Resources have a direct inverse relationship with stressors. 
H5 DS: In addition to the relationship between resources and stressors, there is a direct 
positive relationship between stressors and depressive symptoms. 
H6 DS: Resources have an indirect negative effect on depressive symptoms by inversely 
associating with stressors.   
H7 DS: Stressors have a positive influence on resources which in turn is negatively 
associated with depressive symptoms (counteractive model) 
H8 DS: In addition to the relationship between resources and stressors, there is a negative 
direct relationship between resources and depressive symptoms (check suppressing 
effect) 
H9 DS: Stress-suppressor model has a better fit to the data in comparison to the data fit of 










4.2.2. Resources, Stressors and Life Satisfaction 
 
4.2.2.1. Independence Model 
 
H1 LS: (Hypothesis 1 for life satisfaction) There is a positive direct relationship 
between resources and life satisfaction. 
H2 LS: There is an inverse direct relationship between stressors and life 
satisfaction 
H3 LS: The fit of the independence model to the data is good. 
 
4.2.2.2. Stress Suppressor and Counteractive Model  
 
 
H4 LS: Resources have a direct inverse relationship with stressors 
H5 LS: In addition to the relationship between resources and stressors, there is a negative 
direct relationship between stressors and life satisfaction. 
H6 LS: Resources have an indirect positive effect on life satisfaction by inversely 
associating with stressors.   
H7 LS: Stressors has a positive influence on resources which in turn is positively 
associated with life satisfaction (counteractive model) 
 H8 LS: In addition to the relationship between resources and stressors, there is a positive 
direct relationship between resources and life staisfaction (check suppressing effect) 
H9 LS: Stress-suppressor model has a better fit to the data in comparison to the data fit of 
the independence and counteractive model.  
 
 
4.3. Study Setting 
Chennai (erstwhile Madras) is the capital of Tamilnadu, a South Indian state. Chennai is 
the fourth largest metropolitan city in India and is famously known as the ‘Gateway to 
South India’. This city as a commercial and industrial hub, is well known for its 
automobile and textile industries, software and hardware industries. In fact it is called the 
‘Detroit of India’ because 40% of the automobile industries are based in this city.  
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The total area is 174 sq.km with a population of 4,343,645.  The literacy rate 
is 85.3% and there are 957 females for every 1000 males.  Of the total 
population, the older adults aged 65 years & above number 2, 25,356 and 
constitute 5.1% of the population. Males (49.2) and females (50.8%) are 
almost equally represented (Census of India, 2001).   
 
4.4. Research and Sampling Design 
 
Both quantitative and qualitative designs were employed in the present study. Mixed 
design involving quantitative and qualitative designs is gaining prominence (Alford, 
1998; Brewer & Hunter, 1989) due to multiple advantages: more exact understanding, 
enhanced validity and reliability (Denzin, 1988), unearthing unexpected dimensions of a 
phenomenon and enriched explanations (Newman & Benz, 1998). In the context of the 
present research, though there is accumulating evidence on the influence of resources and 
stressors on well-being, very little is known about the pathways or mechanisms through 
which resources or stressors exert influence on well-being. Quantitative design was 
employed to test three competing models based on resource theory and qualitative design 
was employed to provide in-depth interpretations of the relationships between resources, 
stressors and well-being. In the present study, structural equation modeling was 
employed to examine the statistical associations among resources, stressors and well 
being; whereas; in-depth interviews were employed to unearth the culturally unique 
explanations provided by the respondents on the possible pathways by which social 
support/religiosity/mastery influenced stressors and well-being.  
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Data for the quantitative study was collected by survey method. For administrative 
purposes, Chennai is divided into five divisions. Of the five divisions, one division was 
randomly selected for this study. Each division has several residential and non-residential 
areas. One of the residential areas was identified as representing different socio-economic 
strata after field visits and consultation with local Voluntary Welfare Organizations. The 
unit of the present study was older adults aged 65 years & above, residing in a non-
institutionalized setting. Older adults who were hospitalized or residing in old age homes 
were not included.  Using the electoral list of the study area, 500 older adults aged 65 
years and above were randomly selected for the study.   
The data collection method in this study involved face-to-face interviews with the 
respondents. Due to the high rate of illiteracy among respondents, introductory letters 
were not sent to their addresses. Instead, visits were made to the sampled persons’ house 
and a convenient time was fixed for the interviews. The interviews were mostly 
conducted in a private area in the home away from other household members or in places 
outside the house as suggested by the respondents. Among the 500 older adults, 64 could 
not be contacted due to reasons such as, having changed residence, being admitted to a 
hospital, being out of station and being deceased. On administering the ECAQ (Elderly 
Cognitive Assessment Questionnaire), 21 of the respondents were found to have probable 
cognitive impairments and hence were excluded. Another 15 of them declined to be 
interviewed. Thus, the sample size of the present study is 400. 
For the qualitative method, in-depth interviewing technique was utilized. In-depth 
interviewing is a data-gathering technique used to collect detailed, richly textured, person 
centered information from one or more individuals (Kaufman, 1994). The interviewing 
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guide usually comprises of open-ended questions, to elicit subjective idiosyncratic 
answers. Due to this, ‘the exact wordings of specific questions, the order in which they 
were asked and probes of greater detail are unique to each interview’ (p.124).  By using 
in-depth interviewing methods, the cross sectional life stories (Wallace, 1994) about 
determinants of life satisfaction and psychological distress in old age were collected. Ten 
older adults constituted the sample for the qualitative study.  
 
4.5. Tools for Data Collection 
 
4.5.1.Pre-administration stages of tools  
   4.5.1.1.Stage-1  
From extant literature, scales that were reliable, valid, and parsimonious, were considered 
for the present study. Among these scales those that had been extensively administered in 
the older population were given preference. For qualitative interviews, open-ended 
questions were generated. 
  4.5.1.2.Stage –2  
The selected scales were translated by back translation method into Tamil language. The 
English version of the scales was translated into Tamil language by the researcher. The 
Tamil version was back translated into English language by another translator who is 
bilingual (Tamil & English). The translated English version was compared with the 
original scales to identify whether there were any discrepancies. At the end of three 
rounds of back translation, discrepancies were reconciled and the scales in the Tamil 
language were finalized.  In this stage, the qualitative interview guide was also translated 
into Tamil language.  
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    4.5.1.3.Stage-3  
The translated version of the scales was administered among five respondents to identify 
problems, if any, associated with scales and time taken to complete the  interviews as 
well as other practical logistics  associated with interviews.  Responses regarding the 
meaning of the items, their applicability, comprehensibility and cultural relevancy were 
elicited. In addition to this, any difficulties regarding the fixed response pattern of the 
scales were explored. Findings and modifications effected were as follows: 
1. Some significant life events – birth of girl child, termination from job mentioned 
by the respondents were included in the life event checklist.  
2. In the Life satisfaction Index scale, some items were ambiguous. Item 4 “ I am 
just as happy as when I was younger was ambiguous because some of the 
respondents told that they were  happier during their old age than during their 
young age.  For the item 14 ‘I had made plans for doing things, I will be doing a 
month or a year from now’ almost all of the respondents told that they are in their 
retirement stage and they don’t have any plans both minor and major. To state in 
the words of a respondent ‘all my duties are over, now I am resting’. Due to the 
ambiguities associated with these two items, they were excluded from further 
analysis.  
3. The respondents did not have difficulties with the response format and so the      
original response format for the scales were retained. 
4. The pilot testing established that the respondents actively participated in the 
interview contrary to the widely prevalent opinion that the older adults would be 
more susceptible to response fatigue. 
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5. Introduction to all scales were found to be a bit elaborate, hence they were 
shortened. Some of the respondents overlooked the time frame within which 
questions were to be answered. The wordings were changed slightly to give 
prominence to time frame in the introduction of the scales.  
6. The respondents were comfortable with face-to-face interviews than on self-
administration of the questionnaires. 
 
7. The ordering of scales ensured smooth transition form one topic to another and 
ensured adequate flow in the interview. 
8. The respondents found the items in the scales to be simple, and comprehensible. 
Hence no changes were made. 
 
4.5.1.4. Stage-4  
The entire battery of instruments was than pre tested on a sample of 25 selected elderly 
persons aged 65 years and above.  Apart from some of the problems encountered in the 
pilot testing, no other problems were encountered regarding the administration of scales. 
The average time taken for the completion of interview was approximately 45 minutes.  
However, for those who reported abuse, or some other family problems, the interview 
exceeded more than an hour. As evidenced in the pilot testing,  
respondents were comfortable with face-to-interviews rather than filling in the 





4.5.1.4. Qualitative study – Interview guide 
For the qualitative study, the interview guide consisted of open-ended items that tapped 
on the stressors, resources and their influence on the well-being of the older adults. This 
was constructed based on the factors identified in the Indian literature review.  The order 
of the questions and probes depended on the flow of the information during the actual 
interviews.  Based on the interview guide, an interview was conducted with a 67-year-old 
male to familiarize with the interview and also to ensure that the objectives of the study 
were covered. Slight modifications were effected on wordings of some of the items. For 
the qualitative interview-guide, respondents were more willing to speak about social 
support and religiosity and hence these questions were shifted to the beginning of the 
guide (Appendix L). 
 
4.5.2. Operationalisation and Description of Tools  
 
In the present study, the exogenous variables are depression and life satisfaction. 
Depression was considered as a measure of psychological distress and life satisfaction as 
a measure of well-being. 
 
4.5.2.1. Depressive Symptoms  
 
In this current study depression denotes depressive symptomatology as experienced by 
the older adults in the past week of the interview.  Depressive symptoms were assessed 
under the domains of depressed affect, somatic retardation, and interpersonal relations by 
administering the Community Epidemiological Studies - Depression scale (CES-D, 
Radloff, 1977). 
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The CES-D scale is a self-report scale designed to measure the current level of 
depression in the general population (see Appendix A for the English and Tamil version). 
The items were selected from the existing validated scales on depression and 
standardized on a random sample of English speaking white and black Americans of 
either gender. The final scale consisted of sixteen items which accounted for four factors; 
Depressed Affect (blues, depressed, sad, crying, lonely), Positive Affect (feel good, feel 
hopeful, happy, enjoy,), Somatic Retardation (bothered, couldn’t get going, effort, 
appetite, less sleep) and Interpersonal Factors (dislike, unfriendly). Later, four items were 
added to the original sixteen items. The 20-item scale was administered in this study. 
Radloff (1977) reported a similar factor structure across different age groups, gender, 
race (black Americans &white Americans), and three levels of education (less than high 
school, high school, greater than high school). The coefficient alpha was .80 and above, 
across the subgroups. The response category is fixed (rarely to most of the time) and the 
score ranges from 0 to 60.   
The CES-D scale has been frequently administered to measure and compare 
depression in the older adult population among: the oldest old (Haynie, Berg, Johansson, 
Gatz, & Zarit, 2001), both genders (Heikkinen, Berg, Avlund, & Timo, 2003), different 
levels of socio-economic status (West, Reed, & Gildemgorin, 1998), different 
races/ethnicities (Falcon & Tucker, 2000), populations with illness (Steffens, Krishnan, 
Crump, & Burke, 2002), and immigration population (Gonzalez, Hann, & Hinton, 2001). 
The scale was validated in a cross-cultural survey among the older population in 
Indonesia, North Korea, Myanmar, Sri Lanka and Thailand (Mackinnon, McCallum, 
Andrews & Anderson, 1999).  Recently, the CES-D was administered in Singapore, as a 
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part of a large-scale survey (Chokkanathan & Lee, 2004a). Cronbach alpha for the 
Singaporean Indian older adult population was .83. 
As a second measure of depressive symptoms, the 15-item Geriatric Depression 
Scale (GDS, Yesavage, et.al, 1983) was administered in the present study (see Appendix 
B). In its original version, the GDS had 30-items, latter studies revealed that 15-items had 
high discriminatory validity (Sheikh & Yesavage, 1986) and as a result, the 15-item 
version is administered frequently. The response format for the scale is  yes/no. High 
scores denote higher levels of depressive symptoms.  The scale has been extensively 
administered among older adults in different countries (see Stiles, & McGarrahan, 1998 
for a review). The scale has demonstrated acceptable levels of reliability in various 
studies (Ganguli, Dube, Johnston, Pandav, Chandra, & Dodge, 1999; Kim, Prince, Shin, 
& Yoon, 2006; Lai, 2000; Malakouti, Fatollahi, Mirabzadeh, Salavati, & Zandi, 2006; 
Osborn, et.al., 2003)  
 
4.5.2.2. Life Satisfaction 
 Life satisfaction as one of the measures of subjective well-being represents the cognitive 
component of one’s life. Life satisfaction refers to a judgmental process, in which 
individuals assess the quality of their lives on the basis of their own unique set of criteria 
(Shin & Johnson, 1978).  
Due to the limitations of single item measures of life satisfaction, the Life 
Satisfaction Index (LSI) was constructed to measure the subjective perceptions of general 
well being of the older adults (Neugarten, Havighurst, & Tobin, 1969). There are twenty 
items, of which 12 are positive and eight are negative.  The scale is rated on a three-point 
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agree, unsure, and disagree format. However, in this study only 14-items of the scale 
were administered (Appendix C). The mean score of the scale as reported in the original 
studies was 12.4. The scale has been widely administered in the older population 
(Shmotkin, 1991; Silveria & Ebrahim, 1998; Stock, Okan, & Benito, 1994; Tran, 1992). 
The average reliability for the scale was estimated to be .79 (see Wallace & Wheeler, 
2002). 
 
4.5.2.3. Social Support  
In line with the objectives of the present study, the perceived level of functional social 
support of the older adults was assessed. Under functional approach, tangible support, 
affectionate, positive interaction, and emotional or informational support were assessed. 
The Medical Outcomes Study Social Support Survey (Sherbourne & Stewart, 
1991) was administered to measure social support (refer to Appendix D for English and 
Tamil version). This scale measures perceived support on four dimensions, tangible 
support, affectionate, positive social interaction, and emotional or informational support. 
The response items were fixed on a five-point scale with the total score ranging from 0-
100. High scores denote higher levels of social support. Internal consistency of the scale  
was high (alpha = .97) and the subscales’ alpha ranged from .91 to .96. One-year test-
retest reliability was high at .78.  Significant convergent validity was established with 
mental health (r = .36 to r = .45), marital and family functioning (r = - .53 to r =  - .69), 
and loneliness (r = .38 to r  = .57). The four subscales were found to be internally 





 Mastery (Pearlin & Schooler, 1978) is defined as the perception about one’s power or 
control over events and external control refers to attribution of events to others.  
Mastery Scale by Pearlin and Schooler (1978) was administered in the present study (see 
Appendix E).  This scale comprises seven statements, which tap the perceptions of the 
individual to be in control of events that occur in his/her life. The scale was constructed 
as a part of the study on social origins of stress involving a sample size of 2300 persons 
aged 18 years - 65 years. The responses are rated on a five-point scale that ranged from 
strongly agree to strongly disagree. The positive worded items are to be recoded during 
the analysis. The reliability of the scale   ranged from .80-.91(Gurung, Taylor,  & Seeman, 
2003; Mirowsky, 1995). In addition to these items, two items were added on attribution 
to God and Karma/fate because of the Indian older adults’ belief that deeds in past life 





 In the present research, religiosity comprised of two components, one organizational 
(Extrinsic) and two, non-organizational (Intrinsic) religiosity. The former denotes 
participation in religious activities while the latter denotes subjective religious practices 
(Moberg, 2001). Both, intrinsic and extrinsic religiosity were assessed.  
The Duke University Religion Index by Koenig, Meador, & Parkerson (1997) 
scale, specifically designed to be used in large-scale epidemiological surveys was 
administered in the present study. It is a brief measure, which contains five items, one on 
religious attendance, one on religious activity and three on intrinsic religiosity. The first 
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two items have been taken from a survey questionnaire administered on a sample size of 
7000. Based on the results of factor analysis of Hoge’s scale, three intrinsic items were 
included in the present scale. Cronbach’s alpha was .75 for the three item scale. Though 
there was a strong correlation with the original measure, .85, it was only moderately 
correlated with Organizational Religiosity (r = .40) and Non-Organizational Religiosity (r 
=  .42). The scores based on a five-point scale are reverse coded in the final analysis. The 
final scores range from 5-27. The scale is not attached because it is not in the public 
domain.  
 
4.5.2.6. Physical Health Status 
Physical health in this research was measured by the actual number of illnesses reported, 
history of mental illness and functional status. 
There were altogether three items in this section (Appendix F). The first question 
tapped the subjective perception of the older adults on their health status. The second 
question is constructed for this study to look into the health problems as reported by the 
older adults. It was an open-ended question that tapped both physical health problems, 
duration and whether on medication or not. The final question in this section tapped  the 
presence or absence of mental health problems.  
 
4.5.2.7. Life Events  
Life events are significant negative events that occurred in the past one year of the 
respondent’s life. Significant negative events are those that require certain amount of 
adjustment on the part of the individuals.  
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Three scales were considered for the present study. They were recent life events scale 
(Holmes & Rahe, 1997), Life Experience Survey (Sarason, Johnson, & Siegel, 1978) and 
Life Events Questionnaire (Brugha & Cragg, 1990).  However, none of the above scales 
suited the objectives of the present study. For example, Brugha scale had too few items 
(12), whereas, Holmes & Rahe’s had too many items (87 items). In between was the 
Sarason’s scale, with 47 items. The problem was further compounded by the presence of 
items which are expected to have a low possibility of occurring in the age group: getting 
married, expecting a divorce. There is also an absence of important culture specific 
events like marriage of son/ daughter, and birth of a girl child, etc.  
This necessitated the construction of a checklist specifically applicable to the 
present older adult respondents (Appendix G). The items of the present study were culled 
from the existing review of literature on the Indian older population and grouped under 
family events, interpersonal problems, health, illness, dead, financial problems, work 
related problems, legal problems and alcoholism. The total number of items are 29 and an 
additional others category was included to capture the left out events in the list. The 
response category is dichotomous with a yes or no category. There is another scoring 
pattern to assess the perceived stress of the events. The response category for this is a 
four point scale, never stressful, to a large extent, to some extent and to a less extent. 
 
4.5.2.8. Abuse and Neglect 
 
Elder abuse is a single or repeated act or lack of appropriate action occurring within any 
relationship where there is an exception of trust, which causes harm or distrust to an older 
person (Action on Elder Abuse, 1995). Physical abuse refers to acts, which might inflict 
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bodily pain and injuries on the victim. Psychological abuse refers to such acts as calling 
names, threatening and using derogative words on the victim. 
 Material abuse refers to the acts, which force the older adults to part with their 
possession or money or other things. Neglect is an act of omission and involves acts such 
as ignoring the necessities of the older adult. In the current research, both abuse and 
neglect, precipitated by the family members and which have occurred in the past one year 
from the date of interview were assessed. 
The abuse checklist contains items on psychological abuse, physical abuse, 
material or economic abuse and neglect as experienced by the older adults at the hands of 
the family members in the past twelve months at the point of interview (see Appendix H). 
Fourteen items on verbal and psychological abuse were taken from the Conflict Tactics 
(CT) scale, (Straus, 1977).  In addition to this, from the existing literature two items on 
instrumental abuse and three items on neglect were constructed.  The total numbers of 
items are 19. The responses are to be graded on a 0-6 scale with zero denoting never and 
six denoting the highest number of frequencies of the act. In addition, there was a single 
item on the relationship of the perpetrator to the victim of abuse. For the purpose of this 
study, the scores are summated for all the items. High scores reveal higher frequency of 
abuse and neglect.  
 
4.5.2.9. Socio-Demographic Schedule (SDS) 
 
SDS was an ad-hoc schedule constructed by the researcher to gather information on the 
social, religious and familial profile of the respondents. Questions were asked on age, 
gender, living arrangement, marital status, employment status and year of stay in the 
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current residence. There was a separate section on financial status comprising 3 items that 
tapped individual monthly income, and household income (Appendix I). 
  
4.5.2.10. Scale on Cognitive Status 
One of the inclusion criteria for the sample is that the older adults should be cognitively 
intact. To screen persons who were cognitively intact, Elderly Cognitive Assessment 
Questionnaire (ECAQ) was administered (Kua & Ko, 1992). The items in the tool were 
selected from the Mini Mental Status Examination (MMSE) and the Geriatric Mental 
State Schedule (GMSS). The tool consists of 10 items (see Appendix J). It has been used 
in the National Survey Of the Senior Citizens, 1995 in Singapore (Ministry of 
Community Development and Sports, 1995). The tool assesses the cognitive functions, 
memory, orientation and information. The threshold score is 5/6. This scale has been 
administered among the Asian older adult population (Kua & Ko, 1992). 
 
4.5.2.11. Face Sheet 
The face sheet provided name and address of the respondents, persons present during the 
interview, number of visits and status of interview (Appendix K).  
 
4.6. Data Analaysis 
The collected data was coded and entered in to the computer. On completion of data entry, 
the accuracy of it was tested by randomly checking the entered data against the respective 
questionnaire. As a second method, frequency tables were generated to check whether the 
values were within the appropriate range.   
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 SPSS version 13.0 was used to screen data for missing values, outliers, normality, 
and linearity. The Scales’ reliability was estimated by Cronbach’s alpha.  Pearson’s 
correlation was calculated to find out the associations among resources, stressors, 
depressive symptoms and life satisfaction. Independent sample t-tests were calculated to 
find out the gender differences on the variables in this study. Confirmatory Factor 
Analysis was conducted to derive a factor structure for the Life Satisfaction Index. 
Structural equation modeling was conducted for testing models and multi level modeling 
was conducted  for gender invariance  by Analysis of  Moment Structure (AMOS) v.5.0 
(Arbuckle & Wothke, 1999) 
 
4.6.1. Structural Equation Modeling 
For testing the models, Structural Equation Modeling (SEM) was used. SEM is a priori 
technique used to analyze both latent and observed indicators, specified in a model (Kline, 
1998). Contrary to multiple regression analysis or ANOVA that model individual 
observations, SEM covariance involves proposing a set of relations and evaluating their 
consistency with the relations manifest in an observed covariance matrix (Bollen, 1989). 
Usually, SEM analysis is based on the covariance matrix, though it can accommodate the 
correlation matrix. Simultaneously, both the factor loadings of latent constructs on the 
observed variables and the overall fit of the data can be established. In this study, 
covariance matrix was analyzed through Maximum Likelihood (ML) to estimate the fit of 
the model. The reason for choosing ML is because the data for the current study is 
continuous and the sample size is moderate (West, Finch, & Curran, 1995). 
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 A very important consideration in SEM is to find out whether the model that is 
specified is identified. ‘A model is said to be identified if it is theoretically possible to 
derive a unique estimate of each parameter’ (Kline, 2000 p.105). Models are 
overidentified, justidentified, and underidentified. Justidentified and underidentified 
models do not yield unique estimates and hence require model respecification. The 
intention in SEM is to achieve an overidentified model in which the number of unknown 
parameters does not exceed the sample variances and covariances, and every unobserved 
variable is assigned a scale.   For the model in the study, the number of data points was 
calculated by the formula p (p+1)/2. p denotes the number of observed variables in this 
study for the model with depressive symptoms  (p = 8). Inserting the value of p in the 
formula, the total number of  data points are 36 . The number of distinct parameters to be 
estimated are 19. The degree of freedom (36-19) are 17, indicating an overidentified 
model. For the model with life satisfaction as a dependent variable p = 10. Given 55 data 
23 parameters to be estimated, the model is overidentified with 32 degrees of freedom.  
Based on Anderson and Gerbing’s (1988) two-step model, SEM was conducted in 
the current study. The first step involves confirmatory factor analysis to ascertain the 
measurement component of the scales. In the second step, the structural models were 
analyzed. Model testing was carried out for the entire group and for male and female 
older adults. Altogether 12 models were tested - 6 measurement models and 6 structural 
models.  
In structural equation modeling   direct, indirect, and total effects can be tested. 
Direct effect is represented by the structural coefficient between two variables, and the 
interpretation is similar to that of the coefficients in regression analysis. Indirect effect is 
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the effect of an independent variable through a mediating variable on the dependent 
variable. Statistically, the indirect effect is the cross products of all the structural 
coefficients in an identified structural chain (Kline, 1998).  In the AMOS software, 
evidence for the significance of indirect effect of a variable can be computed by a 
bootstrapping method (Byrne, 2001). To test the hypothesis on the significance of 
indirect paths, the unstandardized beta coefficient was divided by the respective standard 
errors and a critical ratio was obtained, which was checked against a Z table for 
significance at .05 level. The total effect is the sum of direct and indirect effects of the 
independent variable (Kline, 1998). 
Turning to the model fit indices one finds innumerable fit indices. Typically a 
group of fit indices are presented to judge the fit of the model. In the present study only 
those that have been frequently cited are presented.  Minimum discrepancy (chi-square 
statistic) compares the restricted sample covariance with the unrestricted sample 
covariance matrix. Alternatively, it indicates whether the fit of the hypothesized model in 
the population data is perfect. However, due to the statistic being sensitive to minor 
departures and sample size, the chi-square statistic is divided by the degree of freedom to 
yield a statistic called Normed Chi-square (NC). NC values of 2.0, 3.0, or even 5.0 are 
considered to denote acceptable fit (Bollen, 1989).  This statistic is provided because it 
forms the basis for calculating most of the other fit indices. 
 Root Mean Square Residual (RMSEA, Steiger & Lind, 1980 in Byrne & 
Campbell, 1999) seeks to find out the answer to the question “How well would the model, 
with unknown but optimally chosen parameter values, fit the population covariance 
matrix if it were available?” (Browne & Cudeck, 1993, p.137-138). An  
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advantage of RMSEA is that it takes into account the complexity of the model. Hence it 
is called as Parsimony Adjusted Index (PAI, Klien, 1998). Values < .05 point to a good 
fit and values around .08 represent a reasonable fit (Browne & Cudeck, 1993).  
 Goodness-of-fit-Index (GFI, Joreskog & Sorbom, 1996) indicates the proportion 
of observed covariance explained by the model –implied covariance. GFI compares the 
hypothesized model with no model.The range of value is 0 (poor fit) to 1 (good fit). The 
Adjusted Goodness of Fit Index (AGFI) is similar to GFI, but differs from it by including 
a penalty for additional parameters. Both GFI and AGFI are called alternatively as 
absolute fit indexes. The values range from 0 poor fit to 1 good fit. Values > .90 are 
considered favorable.  
 Comparative Fit Index compares the hypothesized model with an independent 
model or the saturated model. The values range from 0 (poor fit) to 1(good fit). A cut of 
score  > .95 indicate a favorable fit (Bentler, 1990; Hu, & Bentler, 1999). 
 The Standardized Root Mean Square Residual  (SRMR) is a measure of the mean 
absolute correlation residual and it provides the difference between observed and 
predicted correlation values. Values < .10 are indicative of good fit (Kline, 1998). 
 The Expected Cross Validation Index  (ECVI, Browne, & Cudeck, 1993) finds 
out the differences between the fitted covariance matrix in a sample to that of the 
expected covariance matrix in another similar sample. The obtained ECVI values are 
rank ordered and the model with the lowest rank has a higher chance of being replicated 
in a similar sample.   
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4.6.2. Model Description 
 
Figure 4 & Figure 5 depict the models to be tested for depressive symptoms and life 
satisfaction for the entire group, male and female older adults.  This schematic 
representation departs from the conventional usage of signs such as eta, xi, epsilon, 
because the software LISREL is not used and also to facilitate easy understanding. 
Furthermore error terms are not included for the resources, stressors and well-being 
because the diagram is intended to explain all three models. 
The ovals represent latent variables and the rectangles represent manifest or 
observed variables.  For depressive symptoms, a latent variable, there are two manifest 
variables- CES-D and GDS-score. Likewise for resources, there are three manifest 
variables, mastery, social support, and religiosity. For the stressors there are three 
indicators (manifest), number of health problems, subjective rating of stressful nature of 
life events and abuse in the past year. The advantage of multiple indicators over a single 
indicator is that the resulting latent variables are relatively free of measurement error 
(Hoyle, 1995).  Arrows from the rectangles to the small circles denote the error variances.  
The direct arrows from resources and stressors to depressive symptoms show the 
independence model. In this model, no relationship is specified between the stressors and 
resources. Stress-suppressor model hypothesizes that there is a relationship between 
stressors and resources (denoted by the dashed arrow) in addition to the relationship 
between resources and psychological distress, and stressors and depressive symptoms. 
Due to the cross sectional nature of the data, both the stress-suppressor model and 
counteractive model are to be tested statistically. For the stress-suppressor model, there 
should be a negative relationship between stressors and resources in addition to a  
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statistically significant indirect influence of resources on depressive symptoms. For the 
counteractive model, there should be a positive relationship between stressors and 
resources. The model for life satisfaction is similar to that of the depressive symptoms as 
the exogenous variables. For life satisfaction, there are four observed factors: mood tone, 
zest, congruity and resolution derived from Confirmatory Factor Analysis (see Appendix 
L). For Structural Equation Modeling it is appropriate to consider the factors of a scale 
(R.B. Kline, personal communication, May 12, 2006). The diagram is similar to that of 
the depressive symptoms but there is a change in the direction of the relationship between 
resources/stressors and life staisfaction. Resources and stressors are hypothesized to have 
a positive and negative relationship, respectively, with life satisfaction. 
 
 
4.6.3. Multi Group Analysis - Gender Differentials  
 
First, the independence model, the counteractive model and the stress-suppressor model 
were tested separately for male and female older adults. The rationale is to compare 
alternate models to determine better fit. To determine the invariance of the model across 
gender, several steps were followed. First, a model was established separately for both 
male and female older adults. Next, this model was tested simultaneously for both male 
and female older adults, forming the baseline model (unconstrained model). This was 
followed by testing a model by specifying equality constraints. The model with equality 
constraints was compared against the unconstrained model. If any differences were 
evident, then the next step was to findout the differences by placing equality constraints 
on factor loadings and pathways between resources, stressors and the exogenous 
variables (Byrne, 2001).  
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 For findingout whether the model is invariant across gender the chi-square is 
calculated for all the models and tested with the chi-square statistic of the unconstrained 
model. The obtained chi-square difference statistic is tested against the chi-square table 
for statistical significance at .05 level.   
 
 
4.6.4.  Qualitative Data Analysis 
 
Ryan and Bernard (2000) write that “themes are abstract constructs that investigators 
identify before, during and after data collection.  “Literature reviews are rich sources for 
themes, as are investigators’ own experiences with the subject matter” (p.780). The 
authors further write that  “a widely used method for describing themes is the 
presentation of direct quotes from respondents. The researcher chooses segments of text – 
verbatim quotes from respondents – as exemplars or concepts, of theories,  and of 
negative cases ” (p.784)    
In this study key themes are identified and substantiated by presentation of 
verbatim reports. Eyeballing, constant comparison and unmarked text method were 
employed to identify themes. Initially, by eyeballing method (Bernard, 2000) the 
transcribed interviews were read many times in order to gain familiarity with the content 
and to identify key phrases. Then by constant comparison method (Glazer, 1978; Strauss 
& Corbin, 1990) each line in the transcribed interview was read, and compared with the 
preceding text. As suggested by Spradley (1979), some of the questions considered while 
reading the text were:  What does the specific line say? How does this line differ from the 
previous line? What are the similarities? Third, unmarked texts were closely read in order 
to findout new themes (Ryan, 1999).  
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4.7. Ethical Issues 
 
The proposal of the present study was approved by the ethics committee of the 
Department of Social Work, National University of Singapore.  During the initial contact 
with the respondents, they were told in detail about the purpose of the study and informed 
consent was obtained. The interviews took place at a convenient time and place 
mentioned by the respondents. The respondents were also given the option of 
withdrawing from the interviews at any given point of time. In addition, wherever 
necessary, referrals were made to appropriate VWOs. Confidentiality was assured. The 
face sheets of the questionnaires were detached and a separate identification number was 
















4. QUANTITATIVE FINDINGS 
 
In this chapter the major research questions and models posited in the preceding chapter 
are tested. The quantitative results are presented followed by the qualitative results. 
In the quantitative results, section 1 describes the background profile of the respondents 
and compares it with appropriate available data from the Census of India (2001). In the 
second section, correlations among resources, stressors, psychological distress, and life 
satisfaction are provided. Independent sample t-tests are calculated to determine the 
differences between male and female older adults on variables of interest in the present 
study. In addition, this section also deals with the reliability of the scales. In the third 
section, data properties for the entire group, separately for male and female older adults 
are examined in the context of Structural Equation Modeling (SEM).  In the fourth 
section, the independence, the stress-suppressor and the counteractive model of 
psychological distress for the entire group, and for male as well as female older adults are 
tested. In the fifth section, the independence, he stress-suppression and the counteractive 
model of life satisfaction for the entire group and separately for male and female older 
adults are estimated.  In the sixth section, the invariance of model for gender is tested, i.e., 
whether the model is uniform for male and female older adults is determined. 
For, qualitative results to begin with, background profile of the respondents are 
presented followed by brief case descriptions. This section ends with themes identified 






5.1. Background Profile of the Respondents 
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Variables Frequency (n = 400) 
Age  
65-79 yrs 























































Table 2 portrays the background profile of the respondents. A substantial proportion of 
the respondents were in the young old category and the mean age was 69.8 years.  There 
is an equal representation of gender and about three-fourths of the respondents belonged 
to the Hindu religion. With regards to marital status, nearly half of them were married, 
and slightly less than half of them were widowed (47.3). A very small percentage of them 
were either divorced or never married (1.5%). As for education, around 60 % of them had 
some form of education. Around two-thirds of the respondents hailed from a joint family, 
i.e lived with their married sons/ daughters or relatives. About employment status, a 
substantial proportion of them were not employed. Gender differences were evident for 
marital status, more women were widowed than men (male- 22.3% vs. female 75.8%, χ2 
value =114.46, p <. 001). With regards to education, more women had no schooling 
compared to men (male- 27.7% vs. female- 55.1%, χ2 value = 30.81, p < .001). 
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Household size 4.5 4.2 
96  
Table 3 compares the sample data with the Census Data on available social variables. It is 
apparent that the sample data is similar to the Census Data with regard to gender, religion 
and household size. However, the sample of the present study appears to differ on age   
and marital status. In this sample, there is a slight under representation of the older adults 
who are over 80 years of age and a larger representation of those who are not married. 
 
5.2. Descriptive Statistics 
Table 4 depicts the differences between males and females on resources (mastery, 
religiosity, social support), stressors (stressful life events, abuse and number of health 
problems), psychological distress (CES-D scale, GDS scale) and life satisfaction (mood 
tone, zest, congruence, and resolution). 
Before interpreting the gender differences, it is pertinent to define the scores on 
some of the variables. Religiosity is a composite score of intrinsic and extrinsic 
religiosity. Stressful life events are the product of number of life events in the past one 
year preceding the interview by the subjective rating of stressful nature of the events. 
Health problems denote the number of physical and mental health problems experienced 
by the respondents.  The domains of life satisfaction were derived by Confirmatory 
Factor Analysis (see Appendix M). High scores represent higher levels of the specific 
construct. High scores on resources (social support, mastery, religiosity) represent high 
levels of resources. Likewise high scores on subjective health status, abuse and life 









Variables    Entire group  Male          Female  p-value 
 
Resources 
Mastery         19.51  21.13   17.86    p<.01  
Social support         63.70  65.95   61.39    p<.05  
Religiosity         20.74  20.90   20.59      NS 
Stressors 
Abuse            5.53    3.05     8.05    p<.01 
Life events           4.66    4.05     5.27    p<.05 
Health problems            .92      .87       .98      NS 
Psychological distress 
CES-D score          13.74  11.73   15.80    p<.01 
GDS score            5.53    4.74     5.73    p<.01 
Life satisfaction 
Mood             6.39    7.09     5.60    p<.01  
Zest             4.37    4.95     3.78    p<.01 
Congruence            2.19    2.37     2.00    p<.05 
Resolution            2.33    2.62     2.03    p<.01 
    
 
 
*- independent sample t-test 
  
 
There were significant differences between the male and female older adults on mastery, 
social support, stressful life events, abuse, depression, and life satisfaction subscale 
scores. In terms of resources, women reported lower levels of social support, and mastery 
than men. There was no statistically significant difference on religiosity between males 
and females. With regard to stressors, women experienced higher levels of abuse and 
stressful life events than men.  On well-being women were more depressed and less 
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satisfied with their lives than men. In sum, male and female older adults differed 
significantly on almost all of the variables in the current study.  
 
5.2.1.Scale reliability 
Before embarking on the main analysis of data, it is imperative to establish the reliability 
of the scales, for scales with poor reliability render data suspect. The internal 
consistencies of the scales were estimated by Cronbach’s alpha. Reliability was not 
estimated for live events checklist because life events were based on occurrence and non-
occurrence of events. For both gender, social support had the highest reliability followed 
very closely by the abuse scale. 
 
 
Table 5 Cronbach’s alpha of the scales 
 
Scales Entire group   Male  Female 
 
Mastery .86  .87 .84 
CES-D .89  .87 .90 
GDS .80  .76 .83 
Social support .96  .95 .96 
Religiosity .80  .83 .78 
Abuse .93  .94 .93 
Mood .79 .77  .79    
Zest .87  .85 .87 
Congruence .88     .86       .88  








For the mastery and the CES-D scales Cronbach’s alphas were above .85 signifying good 
reliability scores. For the life satisfaction subscales, mood and resolution had a relatively 
lower reliability for the entire group, male and female older adults. Perhaps the low 
reliability could be attributed to Cronbach’s alpha which depends on the number of items. 
5.2.2. Correlation for Resources, Stressors, Depressive Symptoms and Life Satisfaction 
As a next step, correlations among the indicators of resources, stressors, psychological 
distress and life satisfaction for both male and female older adults were calculated (Table 
6, Table 7,  & Table 8). The intention is to find out whether the relationships among the 
variables are in the hypothesized direction – (a). Positive correlations among the 
indicators of:  resources (social support, religiosity, mastery), stressors (stressful events, 
abuse, number of health problems), psychological distress (CES-D score, GDS score), 
life satisfaction (mood, zest, congruence, resolution). (b). negative correlations between 
the indicators of resources and the indicators of stressors. (c). positive correlation 
between the indicators of stressors and indicators of psychological distress. (d). negative 
correlation between the indicators of stressors and the indicators of life satisfaction. (e). 
positive correlation between the indicators of resources and indicators of life satisfaction. 
(f). negative relationship between the indicators of  resources and those of  psychological 
distress. 
 From Table 6, Table 7, and Table 8, it can be inferred that the signs of all 
correlations are in the hypothesized direction for the entire group, and for male and 
female older adults. Resources (social support, religiosity and mastery) were positively 
correlated among themselves. As for the relationship with outcome variables, resources 
were negatively correlated with depressive symptoms (CES-D and GDS scores) and 
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positively correlated with life satisfaction. The resources were negatively correlated with 
stressful life events, abuse and number of health problems. The indicators of stressors, 
life events, abuse and subjective health were positively correlated with one another. As 
for the relationship with the dependent variables, the three stressors were related 
positively with depression and negatively with life satisfaction.  
Though a substantial number of correlations were statistically significant, there 
were a few exceptions. For the entire group, apart from the relationship between 
religiosity and number of health problems (r =  -.05, p > .05) all the other correlations 
were statistically significant. For male older adults, correlations between religiosity and 
health problems (r = -.01, p >.05), religiosity and resolution (r = .10, p > .05), and 
mastery and number of health problems (r = -.03, p>.05) were not statistically significant. 
Likewise for female older adults correlations between mastery and GDS score (r = -.09, p 
> .05), mastery and mood tone (r = -.11, p >.05), mastery and zest (r = .10, p > .05), 
mastery and congruence (r = .12, p >.05), mastery and resolution (r = .04, p > .05), social 
support and health problems (r = -.05, p > .05) and religiosity and health problems (r = -
.10, p > .05) were statistically not significant. In the context of further analysis, another 
pertinent finding of note is the absence of collinearity due to all correlations being < .80 
(Maruyama, 1988). 
Having established the gender differences, scale properties, and correlations 
among the variables, the next step is to explore the properties of data distribution in the 
context of the structural equation modeling analysis.   
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Variables     1  2  3  4  5  6  7  8  9  10  11   12     
 
1.Mastery    1  .43**    .16** -.28**  -.21* -.07    -.20**  -.19**  .22**  .20**  .19**  .15**  
2. Social support     1          .32** -.42**  -.47** -.12*  -.44** -.34**  .28** .29**  .28**  .26** 
3. Religiosity                 1         -33**  -.23** -.05    -.34** -.28**  .22*    .26*  .26**  .21** 
4. Stressful events                  1           .50**  .25**  .50**  .40** -.40** -.33** -.35** -.29**          
5. Abuse                    1         .16* .52**  .46** -.36** -.33**  -.31** -.29** 
6. Health problems                1 .23**  .20** -.18*   -.21**   -.18*   -.19*    
7. CES-D score                     1         .72** -.49** -.46**  -.52** -.44** 
8. GDS score           1   -.43** -.46**  -.42** -.37**   
9. Mood tone             1         .42**   .55**   .51**   
10. Zest                          1   .60**   .43**     
11. Congruence                1   .55** 
12. Resolution                1   
               
**- Significant at .01 level 
* - Significant at .05 level. 
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Variables     1  2  3  4  5  6  7  8  9  10  11   12     
 
1. Mastery   1  .47**  .19** -.26**  -.17* -.03    -.23**  -.25**  .24**  .21**  .22**  .19**  
2. Social support    1          .30** -.30**  -.39** -.18*  -.42** -.38**  .28** .29**  .27**  .21** 
3. Religiosity                1         -32**  -.19** -.01    -.33** -.21**  .15*    .15*  .21**  .10 
4. Stressful events                  1          .41**  .28**  .52**  .38** -.42** -.27** -.39** -.28**          
5. Abuse                    1         .17* .42**  .35** -.27** -.26**  -.26** -.18** 
6. Health problems                1 .31**  .18** -.17*   -.22**   -.20** -.19**    
7. CES-D score                     1         .63** -.50** -.47**  -.52** -.34** 
8. GDS score           1   -.41** -.42**  -.41** -.25**   
9. Mood tone             1         40**   .49**   .49**   
10. Zest                          1  .63**   .35**     
11. Congruence                1  .45** 
12. Resolution                1   
               
**- Significant at .01 level 










Variables     1  2  3  4  5  6  7  8  9  10  11   12     
 
1. Mastery   1  .37**   .13      -.28**  -.19* -.09    -.11  -.09  .11  .10  .12  .04  
2. Social support     1          .34** -.50**  -.51** -.05    -.44** -.29**  .25** .26**  .27**  .28** 
3. Religiosity                 1         -33**  -.26** -.10    -.34** -.33**  .29*    .35*  .31**  .30** 
4. Stressful events                  1          .56**  .21**  .46**  .38** -.35** -.36** -.30** -.27**          
5. Abuse                    1         .15* .55**  .49** -.39** -.35**  -.33** -.32** 
6. Health problems                1 .15*  .20** -.17*   -.19**   -.14*   -.15*    
7. CES-D score                     1         .76** -.44** -.42**  -.50** -.46** 
8. GDS score           1   -.42** -.45**  -.40** -.43**   
9. Mood tone             1         .38**   .59**   .50**   
10. Zest                           1   .55**   .45**     
11. Congruence                1   .61** 
12. Resolution                1   
               
**- Significant at .01 level 
* - Significant at .05 level. 
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5.3. Data Properties 
Based on the guidelines of Bollen (1989), Tabachnik and Fidell (2001), and Byrne (2001), 
the following data distribution properties were explored – normality, univariate and 
multivariate collineraity, univariate and multivariate outliers, and linearity. 
Table 9 depicts the skewness and kurtosis values of selected variables to be 
analyzed in SEM. Cut-of values suggested by Curran, West, & Finch (1996) were used 
for identifying skewness and kurtosis. Values ranging form 2.0-3.0 denote moderate 
skewness and values ranging from 8.0-21.0 indicate moderate kurtosis. Apart from abuse, 
all the other variables are well behaved. Abuse exhibited positive skewness for the entire 
group and for both genders. Additionally, the kurtosis for males was > 10.   
 























Mastery  .68 .634 .810 -.09 -.535 .549 
Social support -.61 -.878 -.379 -.72 -.022 -1.144 
Religiosity -1.47 -1.601 -1.355 2.45 2.940 1.917 
Life stressors 1.18 1.340 1.051 .68 .954 .490 
Abuse 3.30 4.784 2.577 11.46 25.097 6.674 
Health problems 1.15 1.295 1.013 1.17 1.360 1.09 
CES-D score -1.02 1.298 .745  .33 1.335 -.315 
GDS score   .61  .844 .782 -.70 -.182 .297 
Mood tone -.20 -.347 -.085 -1.11 -1.080 -1.149 
Zest -.20 -.438 .103 -1.46 -1.249 -1.546 
Congruence -.17 -.368 .025 -1.73 -1.621 -1.777 
Resolution -.30 -.575 -.028 -1.44 -1.085 -.028 
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However, based on the recommendation of Tabachnick and Fidel (2001), no 
transformation was attempted because the sample distribution mirrors the actual 
distribution of the data in the real world. For instance, abuse was experienced by very 
few persons and hence it is natural for the abuse score to be positively skewed. Bivariate 
scatter plots were approximately oval shaped supporting the presence of linearity.. As 
mentioned earlier, no correlation coefficient exceeded .80, which is considered as a sign 
of collinearity. Additionally, if there is multicollinearity during analysis of SEM, the 
software would provide an error message, which did not occur in the present data 
analysis, as was evident in the later part of the analysis.   
  Separately for the entire group, males and females the presence of outliers was 
examined by calculating Mahalanobis d-squared distance and comparing the values with 
the critical values of chi-square at p < .001 (Tabachnick & Fidell, 2000; Stevens, 2002). 
For males, four cases were identified as outliers (Mahalanobis distance range from 50.51 
- 30.66). Out of these four cases, three respondents had very high scores on abuse and 
one respondent had a very low score on religiosity. For female older adults, there were 
two outliers, both respondents had high scores on abuse (Mahalanobis distance –39.44 & 
30.97). The cases were not deleted because the outliers were part of the target population 
and scores were well within the bounds of the scale scores. 
 
5.4. Model Testing 
 
Having established the appropriateness of the data structure for SEM, in this section the 
hypothesis of the study was tested. Before embarking on model testing, background 
variables that were expected to have compounding effects on the model were identified 
from the literature review. Thus, age, marital status, and living arrangement were 
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considered. However, VenkobaRao and Madhavan (1982) state that support is more 
crucial than the type of living arrangement. Statistically, the correlation between living 
arrangements and social support was  >. 90 suggesting a presence of multicollinearity. 
Due to these reasons, living arrangement was not included in the analysis. Bivariate 
analysis showed that age and marital status were not significantly associated with 
depressive symptoms (CES-D and GDS scores) and life satisfaction (mood tone, zest, 
congruence and resolution) for the entire group, male and female older adults. Hence, age 
and marital status were also not included in further analyses (see Appendix N).    
A two-step modeling as recommended by Anderson and Gerbing (1988) was 
followed for the SEM. The reason for this is logical and straightforward. When the 
measurement and structural model are tested simultaneously and if the model fit is poor, 
it will not be known whether the poor model fit is due to the measurement component or 
the structural component. In order to overcome this pitfall, as a first step, the 
measurement model was tested followed by the structural model.   
To reiterate, for resources, there are three indicators: social support, mastery and 
religiosity. For the stressors the indicators are: number of health problems, subjective 
rating of stress events, and abuse. For depressive symptoms, scores on CES-D scale and 
GDS scale were considered as indicators. Life satisfaction as a latent variable had four 
indicators: mood tone, zest, congruence and resolution derived by Confirmatory Factor 
Analysis. 
In the following section, measurement and structural models are tested for the 
entire sample with psychological distress and life satisfaction as exogenous variables.  
 
107  
5.4.1.Model Testing for the Entire Group  
5.4.1.1.Resources, Stressors, And Psychological Distress  
Figure 6 represents the loadings of indicators on the specified latent variables. Mastery, 
social support and religiosity were specified to load on the resources factor, abuse, life 
events, and health problems on the stressors factor, and CES-D and GDS scores on 
psychological distress. As evident from Figure 6 all the loadings for the indicators were 
high and statistically significant at .05 level. The first indicator of every factor was 
constrained to 1 for scaling purpose (Byrne, 2001) and hence the significance for them 
was not tested. Placing constraints on different indicators showed the same results.  
  The correlations among the latent factors were in the hypothesized direction and 
statistically significant at .05 level. Resources were negatively associated with stressors 
and psychological distress. Stressors were positively associated with psychological 
distress.  It has to be noted that the inter correlations were moderate and did not point 
towards multicollinearity. Exploration of the residual matrix indicated that all the values 
were below 2 adducing support for the absence of model misfit (not shown). 
The CMIN/df value was 2.28, GFI and AGFI values were above the threshold 
value of .90, and AGFI value was > .95. RMSEA value was slightly higher than .05 with 
a confidence interval not very wide and p value not close to 0. The SRMR was < 1. 
Taken together, all these fit indices point toward a good fit of the measurement model to 













































Socsup- social support, Hea.pro- number of health problems, strevent- subjective rating 
of life events 
 
Table 10 Fit Indices for Measurement Model for Depressive Symptoms – Entire 
Group 
 
   Fit Indices     Values 
 
CMIN(d.f)     38.802 (d.f =17) p=.002 
CMIN/d.f       2.282 
GFI          .978 
AGFI          .952 
CFI          .976 
RMSEA         .057  (CI= .033-.080) p=.292 
SRMR          .039  
              
109  
5.4.1.2. Independence model for Resources, Stressors and Psychological Distress  
The independence model posits that there is a direct relationship between stressors and 
psychological distress, and a direct relationship between resources and psychological 
distress. In this model no relationship was assumed between resources and stressors. 
The hypotheses tested in this model are 
H1 DS (Hypothesis-1 for Psychological distress): There is an inverse direct 
relationship between resources and depressive symptoms for the entire group 
H2 DS: There is a positive direct relationship between stressors and depressive 
symptoms for the entire group 
H3 DS: The fit of the independence model to the data is good for the entire group. 
 
H1 DS and H2 DS postulating a direct inverse relationship between resources and 
depressive symptoms, direct positive relationship between stressors and psychological 
distress, respectively, were supported. With the exception of GFI which was  > .90 all the 
other the fit indexes indicated a poor fit, so H3 DS was rejected (Table 11). By 
implication it means that the relationships posited in the independence model does not 
explain adequately the variance associated with psychological distress.  
 
 
5.4.1.3. Stress-Suppressor and Counteractive Models for Resources, Stressors and 
Psychological Distress 
 
The stress-suppressor model posits that the resources have an inverse relationship with 
depressive symptoms by decreasing stressors. While testing the stress-suppressor model, 
evidence for the counteractive model can be determined based on the statistical 





















































Table 11 Fit indices of Independence Model for Depressive Symptoms-Entire Group 
 
   Fit Indices     values 
 
CMIN(d.f)     174.31 (df =18) p=.000 
CMIN/d.f       9.684 
GFI          .915 
AGFI          .829 
CFI          .827 
RMSEA         .148  (CI= .128-.168) p=.000 
SRMR          .163  
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stressors mobilize resources. A positive relationship between resources and stressors in 
addition to the indirect influence of resources on depressive symptoms indicates the 
presence of counteractive model. 
The hypotheses to be tested in this model are: 
 
H4 DS: Resources have a direct inverse relationship with stressors 
H5 DS: In addition to the relationship between resources and stressors, there is a 
direct positive relationship between stressors and depressive symptoms. 
H6 DS: Resources have an indirect negative effect on depressive symptoms by 
inversely associating with stressors.   
H7 DS: Stressors have a positive influence on resources which in turn is 
negatively associated with depressive symptoms (counteractive model) 
H8 DS: In addition to the relationship between resources and stressors, there is a 
negative direct relationship between resources and depressive symptoms (check 
suppressing effect) 
H9 DS: The stress-suppressor model has a better fit to the data in comparison to 
the data fit of the independence and counteractive model. 
 
The direct inverse relationship between resources and stressors lend support to H4 DS (β 
= -.77 p = < .05). Likewise, H5 DS stating a significant direct relationship between 
stressors and depressive symptoms was supported (β = .79 p = < .05). The indirect effect 
of resources on psychological distress through stressors emerged statistically significant. 
Resources indirectly accounted for 60% of the variance of psychological distress (Table 
13).  Taken together, these findings support the stress-suppressor model.  The absence of   
positive relationship between stressors and resources does not support the counteractive 
model hypothesis (H7 DS). Similarly, no evidence was found for the direct relationship 
between resources and depressive symptoms (H8 DS). 
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   Fit Indices     values 
 
CMIN(d.f)     38.802 (d.f =17) p=.002 
CMIN/d.f       2.282 
GFI          .978 
AGFI          .952 
CFI          .976 
RMSEA         .057  (CI= .033-.080) p = .292 
SRMR          .039  












Social resources -.77*   .02 
Stressors                                   ----                       .46*    
Indirect effects 
Social resources through stressors                         -----                     -.60*   
Total effect   
Social resources                      -.77*  -.58*   
 
* p < .05 
 
The fit indices taken together point towards a good fit of the model to the data (Table 12). 
In order to find evidence for H8PD, chi-square difference statistics and ECVI were 
computed. As can be seen in Table 14, the chi-square statistics of stress-suppressor model 
was smaller than that of the independence model. Further, the chi-square difference 
between the two models was significant at .05 level. In addition the ECVI value of the 
stress-suppressor model was lesser than that of  
Table 14 Chi-square Statistics for Models of Depressive Symptoms- Entire Group. 
 
Model                   χ2         χ2 diff              ECVI 
 
Null model (M0)               931.82                             2.37 
Independence model (IM)              174.31 0.60 
Difference between M0 & IM      757.51*  
 
Independence Model (IM)   174.31 
Stress-suppressor Model (SSM)    38.80                   0.19   




the independence model, indicating that the former has a higher possibility of being 
replicated in similar samples (Table 14). In sum both the chi-square statistic and ECVI 
value suggest that stress-suppressor model fit to the data is better than the independence 
model. 
 
5.4.2.1. Resources, Stressors and Life satisfaction for the Entire Group  
 
 
As in the model testing for psychological distress, in this section measurement model was 
tested followed by the independence model, the counteractive model and the stress-
suppressor model. 
The indicators for both stressors and resources are similar to that of the 
psychological distress model. The exogenous variable is life satisfaction and its four 
indicators – mood tone, zest, congruence, and resolution were derived by Confirmatory 
Factor Analysis. As can be seen, the relationships are in the hypothesized direction. 
Resources were positively correlated with life satisfaction, stressors were negatively 
correlated with life satisfaction and resources were negatively correlated with stressors. 
All the correlations were significant at the .05 level.  The indicators loaded on their 
specified factors and were statistically significant at the .05 level.   
The CMIN/df value was around 2, GFI and AGFI values were > .90, RMSEA was 





















































Table 15 Fit Indices of Measurement Model for Life Satisfaction-Entire Group 
 
   Fit Indices     Values 
 
CMIN(d.f)     64.938 (d.f =32) p=.001 
CMIN/d.f       2.029 
GFI          .970 
AGFI          .948 
CFI          .969 
RMSEA         .051  (CI= .033-.069) p = .445 
SRMR          .041  





5.4.2.2.Independence model for Resources, Stressors, and Life Satisfaction 
The independence model posits a direct positive relationship between resources and life 
satisfaction, a negative relationship between stressors and life satisfaction. The model 
does not posit any relationship between resources and stressors. 
The hypotheses tested were: 
H1 LS: There is a positive direct relationship between resources and life 
satisfaction. 
H2 LS: There is an inverse direct relationship between stressors and life 
satisfaction. 
H3 LS: The fit of the independence model to the data is good. 
 
 
The presence of a significant positive relationship between resources and life satisfaction 
(β = .25, p = < . 05) and a significant direct inverse relationship between stressors and life 
satisfaction (β = -.55, p = < . 05) supported H1LS and H2LS respectively.  
The CMIN/df value was  > 3, AGFI and CFI values were <. 90, RMSEA and SRMR 
values were >1. Taken together, the fit indices suggest that the independence model fit to 
the data was poor (Table 16).  
 
5.4.2.3.Stress-suppressor and Counteractive Model for Resources, Stressors and Life 
Satisfaction  
 
The following hypotheses were tested in this model for the entire group: 
 
H4 LS: Resources have a direct inverse relationship with stressors 
H5 LS: In addition to the relationship between resources and stressors, there is a negative 
direct relationship between stressors and life satisfaction. 
H6 LS: Resources have an indirect positive effect on life satisfaction by inversely 
associating with stressors.   
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Table16 Fit Indices of Independence Model for Life Satisfaction - Entire Group 
 
   Fit Indices     values 
 
CMIN(d.f)     199.09 (d.f =33) p=.000 
CMIN/d.f         6.033 
GFI            .920 
AGFI            .866 
CFI            .842 
RMSEA           .112  (CI= .098-.128) p=.000 
SRMR            .137  




H7 LS: Stressors have a positive influence on resources which in turn is positively 
associated with loife staisfaction (counteractive model) 
 H8 LS: In addition to the relationship between resources and stressors, there is a positive 
direct relationship between resources and life staisfaction (check suppressing effect) 
H9 LS: The stress-suppressor model has a better fit to the data in comparison to the data 
fit of the independence and counteractive model. 
 
The presence of significantly negative relationship between stressors and resources 
support the H4 LS (β = -.63 p < .05). H5 LS positing a direct negative relationship 
between stressors and life satisfaction was also supported.  The presence of statistically 
significant direct inverse influence of resources on life satisfaction supports H6 LS. Thus, 
there is evidence for stress-suppressor model. In other words, stressors mediated 
resources’ influence on life satisfaction. Resources explained 30 % of the variance on life 
satisfaction indirectly. The total effect of resources in explaining the variance positively 
associated with life satisfaction was 51% (Table 18). Because there was no positive 
relationship between resources and stressors, the counteractive model hypothesis was 
rejected. Likewise H8 LS was also rejected due to a non-significant direct positive 
relationship between resources and life satisfaction. 
The values of CMIN/df  < 3, GFI > .90, AGFI > .90, CFI  > .95, SRMR < 1, 
RMSEA around .5 and SRMR < .10 with a narrow confidence interval indicated a good 
fit of the stress-suppressor model to the data (Table 17).  
To compare the stress-suppressor model to that of the independence model, chi-
square statistic and ECVI were computed (Table 19). The chi-square statistic (64.93) for  
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Table 17 Fit Indices Stress-Suppressor Model for Life Satisfaction - Entire Group 
 
   Fit Indices     Values 
 
CMIN(d.f)     64.938 (d.f =32) p=.001 
CMIN/d.f       2.029 
GFI          .970 
AGFI          .948 
CFI          .969 
RMSEA         .051  (CI= .033-.069) p=.445 
SRMR          .041  












Social resources -.78*   .03 
Stressors                                   ----                      -.63*    
Indirect effects 
Social resources through stressors                         -----                      .30*   
Total effect   
Social resources                      -.78*   .51*   
 
* p < .05 
 
the stress-suppressor model was smaller in comparison to that of the independence model 
(199.09). In addition, the ECVI value was relatively smaller for the stress-suppressor 
model. In sum, both the chi-square statistic difference and the ECVI value indicates that 
the stress-suppressor model fit to the data is better than the fit of the independence model. 
As a result H8LS purporting a better fit of the stress-suppressor model to that of the 
independence model is supported. 
Table 19 Chi-square Statistics for Models of Life Satisfaction – Entire Group. 
Model                   χ2         χ2 diff              ECVI 
 
Null model (M0)            1093.74   2.79 
Independence model(IM)              199.09 0.60 
Difference between M0 & IM      894.65*  
 
Independence Model (IM)   199.09 
Stress-suppressor Model (SSM)    64.93       0.27   





5.4.3. Measurement and Structural Model for Male and Female Older Adults 
In this section, the independence model, the stress-suppressor model and the 
counteractive model were tested separately for male and female older adults. Similar to 
the model testing for the entire group, first the measurement models were tested followed 
by the structural models. 
 
5.4.3.1.Measurement and Structural Model for Psychological Distress- 
Male Older Adults 
 
The model for psychological distress was similar to that of the entire group. As can be 
seen from Figure 6 all the indicators had significant loadings on the specified factor. The 
inter-correlations among the factors were also in the expected direction i.e., there was a 
negative association between stressors and resources, a negative association between 
resources and psychological distress and a positive association between stressors and 
psychological distress. It is reiterated that the significance for all the first indicators of 
ever factor were constrained to 1 and so their significance were not tested (Figure 12).  
In addition to the parameter estimates and standardized residuals, the overall fit 
indexes for the model suggested a good fit of the model to the data (Table 20). The 
CMIN/df value  < 2, GFI and AGFI  > .90, CFI  > .95 and SRMR below .05 all indicated 
a good fit of the model to the data. The RMSEA was below .80 suggesting a reasonable 
error of approximation to the data (Table 20). Examination of the standardized residuals 





Figure 12 Measurement model for Resources, Stressors and Depressive Symptoms – 









































Table 20 Fit indices for the Measurement Model of Depressive Symptoms – Male 
Older Adults  
 
   Fit Indices     Values 
 
CMIN(d.f)     32.603 (d.f =17) 
CMIN/d.f     1.918 
GFI      .962 
AGFI      .920 
CFI      .959 
RMSEA     .068 (.p =.18) 




5.4.3.2. Independence Model for Stressors, Resources and Psychological Distress – 
Male Older Adults 
 
Having established the measurement model, the independence model purporting a direct 
relationship between resources and stressors on psychological distress was tested. To 
reiterate, the independence model does not presume any relationships between resources 
and stressors.  More specifically the hypothesis tested were: 
 
H1 DS (Hypothesis-1 for Psychological distress): There is an inverse direct 
relationship between resources and depressive symptoms. 
H2 DS: There is a positive direct relationship between stressors and depressive 
symptoms 
H3 DS: The fit of the independence model to the data is good. 
 
 
The path coefficient for the relationship between resources and psychological 
distress (β = -.34) was negative and statistically significant at the .05 level. Therefore the 
first hypothesis H1 DS is supported. The second hypothesis that there will be a positive 
direct effect between stressors and psychological distress is also supported (β =.72, p 
< .05). However, the third hypothesis (H3 DS) that the model would result in a good fit to 
the data did not find support from the fit statistics With the exception of GFI, all the other 
fit indexes strongly indicated a poor fit of the model to the data. For instance, the values 







Figure 13 Independence Model of Resources, Stressors and Psychological Distress – 




























1 .73 .55 
.63


















   Fit Indices     Values 
 
CMIN(d.f)     74.38 (d.f =18) 
CMIN/d.f     4.132 
GFI      .923 
AGFI      .846 
CFI      .853 
RMSEA     .125 (.p =.00) (.09-.15) 





5.4.3.3. Stress-Suppression and Counteractive Models for Psychological Distress – 
Male Older Adults 
 
Central to the two models is the premise that there is a direct relationship of resources on 
psychological distress and stressors on psychological distress. In addition to direct 
relationships, the model also postulates an indirect relationship between resources and 
depressive symptoms through stressors. It is worth mentioning that although two different 
diagrams were depicted for stress-suppressor and counteractive models in methodology 
chapter, evidence for the counteractive model could be statistically determined from the 
stress-suppression model. In the stress-suppressor model, the resources are hypothesized 
to decrease the likelihood of stress and influence the psychological distress. This is 
denoted by a negative beta coefficient value for stressors and resources. In the 
counteractive model, stressors will have a positive influence of stressor. This will be 
denoted by a positive beta coefficient value between resources and stressors. The 
hypotheses to be tested are: 
H4 DS: Resources have a direct inverse relationship with stressors 
H5 DS: On top of the relationship between resources and stressors, there is a direct 
positive relationship between stressors and depressive symptoms. 
H6 DS: Resources have an indirect negative effect on depressive symptoms by inversely 
associating with stressors.   
H7 DS: Stressors have a positive influence on resources which in turn is negatively 
associated with depressive symptoms (counteractive model) 
H8 DS : In addition to the relationship between resources and stressors, there is a 
negative direct relationship between resources and depressive symptoms (check 
suppressing effect) 
H9 DS: Stress-suppressor model has a better fit to the data in comparison to the data fit of 




Figure 14 Stress-Suppressor Model of  Resources, Stressors and Psychological 
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Table 22  Fit Indices for Stress-Suppressior  Model for Psychological Distress – 
Male Older Adults 
 
 
   Fit Indices            Values  
 
           CMIN(d.f)   32.603(17) p=.01 
CMIN/d.f   1.918     
GFI      .962 
AGFI      .920  
CFI      .959  
RMSEA     .068 (.03-.10) p = .18 
            SRMR                                       .046 
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The finding that there exists a negative relationship between resources and stressors (β = 
-.66 p < .05) supports H4 DS. There was a significant positive effect of stressors on 
psychological distress supporting H5 DS. Further, the indirect effect of resources on 
psychological distress through stressors was found to be significant at the .05 level. 
Resources indirectly accounted for fifty percentage of the variance in depressive 
symptoms. This lends additional evidence to the stress-suppressor model. The total effect 
of resources on stressors is the product of β coefficient between resources and stressors 
and β coefficient between stressors and psychological distress plus the direct effect of 
resources on psychological distress.  
 









Social resources -.66*  -.10 
Stressors                                   ----                       .77*    
Indirect effects 
Social resources through stressors                         -----                     -.50*   
Total effect   
Social resources                      -.66*  -.60*   
 
* p < .05 
 
 
The total effect of social resources on psychological distress is -.60 (Table 23). It means 
that 60% of the variance in diminishing psychological distress can be attributed to 
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resources. H8 DS stating a direct relationship between resources and psychological 
distress (β = .10, p >.05) and the counteractive model hypothesizes were not supported.    
The fit indices of the stress suppression model were identical to those of the measurement 
model. The CMIN/df value was below 2 and the values of GFI, AGFI, CFI were all 
above the threshold score, RMSEA was below .08 and SRMR was < .50 indicating a 
good fit (Table 22).   
A comparison of the stress-suppressor model to the independence model suggest 
that the former has a better fit than the latter (Table 24). For example the chi-square 
statistic (CMIN/ df) was smaller for the stress suppressor model than for the 
independence model and the chi-square difference was significant at .05 level. 
 
Table 24  Chi-square Statistics for Models of Depressive Symptoms – Male Older 
Adults.  
 
Model                   χ2         χ2 diff              ECVI 
 
Null model (M0)              410.70   2.12 
Independence model(IM)               74.38 0.54 
Difference between M0 & IM      336.32*  
 
Independence Model (IM)    74.38 
Stress-suppressor Model (SSM)   32.60       0.35   




Likewise the ECVI value of the stress suppressor model was smaller than that of the 
independence model. The value of chi-square statistic and ECVI show that the stress-
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suppressor is parsimonious and provides better fit to the data than the independence 
model. From the ECVI statistic it can also be inferred that there is a high possibility of 
the stress-suppressor model to be replicated in an identical sample. 
In sum, this section dealt with the measurement model, independence model and 
stress-suppressor model of psychological distress for the male older adults. Results 
showed that the stress-suppressor model evinced better fit to the data than the   
independence model. In addition, resources had a significant indirect influence on 
depressive symptoms by influencing stressors. In the following section the same models 
are to be tested for the female older adults. 
 
 
5.4.4. Resources, Stressors and Psychological Distress – Female Older Adults 
 
In this section the relationship between resources, stressors and psychological distress 
was examined for the female older adults. The analysis was conducted in a similar 
manner to that of the male older adults.  
5.4.4.1.Measurement Model for psychological Distress- Female Older Adults 
To begin, the measurement model was tested followed by the structural models. The 
correlations among the resources, stressors, and psychological distress were in the 
expected directions. Factor loadings indicated that all the indicators loaded significantly 
on their specified latent variables (Figure 15). 
GFI, AGFI, and CFI are well above the expected value and CMIN/df value is 
below the cutoff score of 2 indicating that the measurement model evinces good fit to the 




Figure 15 Measurement Model of Resources, Stressors and Depressive Symptoms – 
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Table 25 Fit Indices for the Measurement Model for Depressive Symptoms – Female 
Older Adults  
 
Indices            Values 
 
CMIN(d.f)                         33.13(17) P =.011  
CMIN/d.f                1.949  
GFI        .959 
AGFI        .914 
CFI        .967 
RMSEA       .069 
SRMR                                         .051 
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measurement model approximately fit the data (Table 25). An examination of the 
standardized residuals revealed that all the values were below 2.58 indicating that there is 
no evidence for model misfit. 
5.4.4.2. Independence Model for the Female Older Adults 
The independence model for the female older adults posits a similar relationship as that 
of the independence model for the male older adults between resources, stressors and 
psychological distress (Figure 10). The hypotheses to be tested within this model are: 
 
H1 DS: There is an inverse direct relationship between resources and depressive 
symptoms for female older adults. 
H2 DS: There is a positive direct relationship between stressors and depressive 
symptoms for female older adults. 
H3 DS: The fit of the independence model to the data is good for  female older 
adults. 
 
Analysis yielded a significant path coefficient between resources and depressive 
symptoms lending support to H1DS that there is a direct inverse relationship between 
resources and depressive symptoms. Likewise, the second hypothesis (H10PD) was also 
supported due to a significant positive relationship between stressors and psychological 
distress (Figure 16).  
However, the findings of the fit statistics taken together suggest that the model fit 
is poor. The GFI, AGFI, and CFI values were all well below the cut off value of .90. 
Likewise the RMSEA and SRMR values were larger than 1. Taken together, this 




Figure 16  Independence Model of  Resources, Stressors and Depressive Symptoms 
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Table 26 Fit Indices for Independence Model for Depressive Symptoms – Female 
Older Adults  
 
Indices      Values 
 
CMIN(d.f)                          115.61(18) P =.00  
CMIN/d.f                6.423  
GFI        .891 
AGFI        .781 
CFI        .799 
RMSEA       .166 (.138-.195) p=. 000 




5.4.4.3. Stress-Suppressor and Counteractive Models for Female Older Adults 
The analysis in this section is identical to that of the male older adults.  The hypotheses 
that are to be tested in this model are: 
 
H4 DS: Resources have a direct inverse relationship with stressors 
H5 DS: In addition to the relationship between resources and stressors, there is a 
direct positive relationship between stressors and depressive symptoms. 
H6 DS: Resources have an indirect negative effect on depressive symptoms by 
inversely associating with stressors.   
H7 DS: Stressors have a positive influence on resources which in turn is 
negatively associated with depressive symptoms (counteractive model) 
H8 DS: In addition to the relationship between resources and stressors, there is a 
negative direct relationship between resources and depressive symptoms (check 
suppressing effect). 
H9 DS: The stress-suppressor model has a better fit to the data in comparison to 
the data fit of the independence and counteractive model. 
  
H4 DS purporting a significant direct negative relationship between resources and 
stressors was supported (β= -.81, p < .05). The analysis also provided evidence for the 
direct significant relationship between stressors (β = .80 p < .05) and depressive 
symptoms and indirect effect of resources on life satisfaction (Table 28). The total effect 
of social resources on psychological distress was -.56 and significant at the .05 level. 
That is, social resources explained 56% of the variance on psychological distress. There 
was no evidence for the direct relationship of resources on depressive symptoms. There 
was also no evidence for a significant positive association between stressors and 
resources.  
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Figure 17 Stress-suppressor Model of Resources, Stressors and Depressive 















































Table 27  Fit Indices for Stress-Suppressor Model – Female Older Adults 
 
 
Fit indices                  Values 
 
 
CMIN(d.f)   33.13(d.f =17) p >.01 
CMIN/d.f      1.949 
GFI         .959  
AGFI         .914 
CFI         .967  
RMSEA        .069 (.033-.10)   
SRMS         .051   
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CMIN/df < .0,  GFI  and AGFI > .90, CFI > . 95 RMSEA slightly > .5 and SRMS < .10 
indicates that   the stress suppression model fit to the data was good (Table 27). 
 
 
Table 28 Direct, Indirect and Total Effects for Depressive Symptoms – Female 








Social resources -.81*     .07 
Stressors                                   ----                         .78*    
Indirect effects 
Social resources through stressors                         -----                      -.64*   
Total effect   
Social resources                       -.81*   -.56*   
Stressors            -------    .78* 
* p < .05 
 
 
Different models are compared by the chi-square difference statistic. In the first 
step, the χ2   statistic of the null model was compared with the independence model. The 
χ2 difference was compared against a table on the critical values of  chi-square ( χ2).  
Turning to the comparison between two models, the chi-square statistic was found to be 
significant at .05 level signifying that the independence model had a better fit to the data 
than the null model. The χ2 diff     between the stress-suppressor model and the 
independence model was also significant. The ECVI value for the stress-suppressor 
model was lower than that of the independence model. From both significant chi-square 
difference and lower ECVI value, it can be inferred that stress-suppressor model had a 
better fit to the data than the independence model (Table 29). 
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In sum, for both male and female older adults, results supported the presence of stress-
suppressor model. Again for both male and female older adults, resources had  a 
significant indirect effect on the depressive symptoms.  In other words, the influence of 
resources on depressive symptoms was mediated by stressors. 
 
Table 29 Chi-square Statistics for Models of Depressive Symptoms – Female Older 
Adults.  
 
Model                   χ2           χ2 diff        ECVI      
 
Null model (M0)              410.70  
Independence model(IM)               74.38             .770  
Difference between M0 & IM       336.32*  
 
Independence Model (IM)    74.38 
Stress-suppressor Model (SSM)   32.60             .361  




5.4.5.1. Resources, Stressors and Life Satisfaction – Male Older Adults 
In this section the relationship between resources, stressors and life satisfaction was 
examined within the independence, the stress-suppressor and the counteractive models. 
The four indicators of life satisfaction was derived from the life satisfaction index by 
Confirmatory factor Analysis (CFA). The analyses are identical to those followed in the 
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Fit indices                                                                 Values 
 
CMIN(d.f)                54.972(d.f=32), p = .007 
CMIN/d.f       1.718 
GFI        0.949 
AGFI        0.912  
CFI        0.950 
RMSEA        0.060 
SRM        0.046 
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All the indicators had significant loadings on the specified latent variables. The 
correlations were in the expected direction. Resources were negatively associated with 
stressors, stressors were negatively associated with life satisfaction and resources were 
positively associated with life satisfaction (Figure 18). 
 The CMIN/df statistic was below 2, AGFI and GFI values were above .90 and 
SRM value was below .04 pointing to a good model fit to the data (Table 30).  
 
5.4.5.1. Independence Model for Resources, Stressors, and Life Satisfaction 
As a second step, the independence model for life satisfaction was tested. The 
independence model purported that there will be a direct positive relationship between 
resources and life satisfaction and a direct negative direct relationship between stressors 
and life satisfaction. Another pivotal assumption is that there is no relationship between 
social resources and stressors.  
The hypotheses tested are: 
 
H1 LS: There is a positive direct relationship between resources and life 
satisfaction for male older adults. 
H2 LS: There is an inverse direct relationship between stressors and life 
satisfaction for male older adults 
H3 LS: The fit of the independence model to the data is good for male older 
adults. 
 
There was a significant positive direct relationship between resources and life satisfaction 
(β = .29, p <. 05), and hence H1LS was supported. The beta coefficient (β = -.55, p<.01)  
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Fit indices Values 
 
       CMIN(d.f)                95..882(d.f=32), p = .000 
       CMIN/d.f       2.906 
       GFI                   0.917 
       AGFI       0.862  
       CFI                   0.863 
       RMSEA       0.097 





between stressors and life satisfaction  supports the second hypothesis that purports an 
inverse direct relationship between stressors and life satisfaction (Figure 19). Based on 
the different fit indexes (Table 31) it can be inferred that the model has a poor fit to the 
data and hence H3LS is not supported. Apart from GFI, which is above .90, all the other 
fit indices indicate that the model does not fit the data adequately (Table 31). 
 
5.4.5.3. Stress-Suppression Model for Life Satisfaction – Male Older Adults 
In this model, it is postulated that resources have an indirect influence on life satisfaction 
through stressors.  Additionally, the counteractive model was also tested. Evidence for 
the counteractive model rests on the positive influence of   resource on stressors. The 
hypotheses to be tested are: 
 
H4 LS: Resources have a direct inverse relationship with stressors 
H5 LS: In addition to the relationship between resources and stressors, there is a negative 
direct relationship between stressors and life satisfaction. 
H6 LS: Resources have an indirect positive effect on life satisfaction by inversely 
associating with stressors.   
H7 LS: Stressors have a positive influence on resources which in turn is positively 
associated with life staisfaction (counteractive model) 
 H8 LS: In addition to the relationship between resources and stressors, there is a positive 
direct relationship between resources and life staisfaction (check suppressing effect) 
H9 LS: The stress-suppressor model has a better fit to the data in comparison to the data 





Figure 20 Stress-Suppressor Model of Resources, Stressors and Life Satisfaction –

























































Table 32 Fit indices for the Stress-Suppressior Model for Life Satisfaction – Male 
Older Adults 
 
Fit indices Values 
 
       CMIN(d.f)                54.972(d.f=32), p = .007 
       CMIN/d.f        1.718 
       GFI                      .949 
       AGFI        0.912  
       CFI                    0.950 
       RMSEA        0.060 





H4 LS stating a direct inverse relationship between resources and stressors was 
statistically significant. Like wise H5 LS purporting a significant inverse relationship 
between stressors and life satisfaction (β = -.60 p <  .05) was also supported (Figure 10 & 
Table 33). The indirect effect of resources on life satisfaction was 39%. The direct effect 
of resources on life satisfaction was .10. Thus the total effect of resources on life 
satisfaction was 49% i.e., resources explain positively 49% of the variance in life 
satisfaction (Table 33). 
Again, analyses did not provide support for the direct relationship between 
resources and life satisfaction (β = .10, p >.05) and for the positive relationship between 
stressors and resources.  
 
 








Social resources -.66*      .10 
Stressors                                   ----                        -.60*    
Indirect effects 
Social resources through stressors                         -----                         .39*   
Total effect   
Social resources                       -.66*     .49 *   
Stressors            -------     .60* 
* p < .05 
 
Fit indices show that CMIN/df was well below 2, GFI, AGFI were well above .90 and 
CFI value was .95, RMSEA value was < .08 and SRMR < .10 (Table 32). Taken together 
this suggests a favorable fit of the stress-suppressor model for life satisfaction. 
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Table 34 represents the comparison of chi-square statistic for the null model, 
independence model and stress-suppressor model. The chi-square difference between the 
null model and independence model was significant at .05 level, meaning the independent 
model fit the data better than the null model. Likethere was also a significant difference 
between the independence and the stress-suppressor model denoting that the stress-
suppressor model fit the data better than the independence model. 
 
Table 34 Chi-Square Statistics for Models of Life Satisfaction – Male Older Adults 
 
Model                   χ2        χ2 diff             ECVI 
 
Null model (M0)              505.30     2.614 
Independence model(IM)               95.88     .696 
Difference between M0 & IM     409.42*  
 
Independence Model (IM)    95.88 
Stress-suppressor Model (SSM)   54.97     .502 




Likewise the smaller ECVI value also suggests that the stress-suppressor model is more 
parsimonious than the independence model.  
In sum, in this section, for the male older adults the measurement model, the 
independence model, the stress-suppressor model and the counteractive model with life 
satisfaction as an exogenous variable were tested. Results indicated that the stress-
suppressor model had a better fit to the data than the independence model. There was no 
evidence for the counteractive model. 
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Figure 21 Measurement Model of Resources, Stressors and Life Satisfaction – 
















































Fit indices Values 
 
       CMIN(d.f)                  47.823 (d.f= 32), p= .036 
       CMIN/d.f          1.494 
       GFI                      0.957 
       AGFI          0.926 
       CFI                      0.971 
       RMSEA          0.050 (.013-.078) p= .468 





5.4.6. Resources, Stressors, and Life Satisfaction – Female Older Adults 
 In this section, the measurement model, the independence model, the stress-
suppression model and the counteractive model for life satisfaction among female older 
adults were tested. 
5.4.6.1. Measurement Model for Life satisfaction – Female Older Adults 
For the measurement model, resources were positively associated with life 
satisfaction and negatively associated with stressors (Figure 21). Stressors were 
negatively associated with life satisfaction. Simillar to the preceding models, the scale for 
the first  manifest variable was constrained to 1 and its significance was not tested. All 
the indicators loaded significantly on the appropriate factors. The fit indexes suggest a 
good fit of the model to the data (Table 35). The CMIN/df value was well below 2, the 
values of GFI, AGFI and CFI were > .90. The RMSEA value was exactly .50 and the 
SRMR was  < 1. 
5.4.6.2. Independence Model for Life Satisfaction – Female Older Adults 
The  independence model similar to that of the male older adults was tested. The 
hypotheses to be tested under this model for the female older adults are:  
 
H1 LS: There is a positive direct relationship between resources and life 
satisfaction for female older adults. 
H2 LS: There is an inverse direct relationship between stressors and life 
satisfaction for female older adults. 
H3 LS: The fit of the independence model to the data is good for female older 
adults.  
 
The H1 LS that there is a positive relationship between resources and life satisfaction was 
supported. 
146  
Figure 22 Independence Model of  Resources, Stressors, and Life Satisfaction – 





















































Table 36 Fit indices for the Independence Model for Life Satisfaction – Female 
Older Adults  
 
 
Fit indices Values 
 
       CMIN(d.f)                132.257 (d.f= 33), p= .000 
       CMIN/d.f          4.008 
       GFI                      0.898 
       AGFI          0.830 
       CFI                      0.816 
      RMSEA          0.124 (.10 –14) p =.000 





Likewise, the second hypotheses (H2 LS) purporting an inverse relationship was also 
supported (Figure 22). However the fit indexes of the model suggest a poor fit of the 
model to the data. For instance, RMSEA and SRM values were above 1 and GFI, AGFI 
and CFI were all below .90 pointing to a poor fit of the model (Table 36). In sum, based 
on the fit indexes, H3 LS stating that the independence model good fit to the data was 
rejected. 
 
5.4.6.3.Stress-Suppressor and Counteractive Models for Life Satisfaction – Female 
Older Adults 
The hypotheses to be tested in this model are: 
 
H4 LS: Resources have a direct inverse relationship with stressors 
H5 LS: In addition to the relationship between resources and stressors, there is a 
negative direct relationship between stressors and life satisfaction. 
H6 LS: Resources have an indirect positive effect on life satisfaction by inversely 
associating with stressors.   
H7 LS: Stressors have a positive influence on resources which in turn is positively 
associated with life staisfaction (counteractive model) 
 H8 LS: In addition to the relationship between resources and stressors, there is a 
positive direct relationship between resources and life staisfaction (check 
suppressing effect) 
H9 LS: The stress-suppressor model has a better fit to the data in comparison to 
the data fit of the independence and counteractive model.  
 
The path coefficient for the path between resources and stressors was negative and 
significant thereby supporting the H4LS (β = -.84, p < .01). H5LS professing a negative 
relationship between stressors and life satisfaction was supported  (β = -.58, p < .05). The 
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Figure 23 Stress-Suppressor Model of Resources, Stressors and Life Satisfaction – 



























































Fit indices Values 
 
       CMIN(d.f)                  47.823 (d.f= 32), p= .036 
       CMIN/d.f          1.494 
       GFI                      0.957 
       AGFI          0.926 
       CFI                      0.971 
       RMSEA          0.050 (.013-.078) p=.468 




indirect influence of resources on life satisfaction was .39 and this was statistically 
significant at .05 level thereby lending support to the stress suppressor model.   The total 
effect of resources on life satisfaction was .49. Alternatively stated, 49% of variance on 
life satisfaction was positively explained by resources (Table 38). The beta coefficient for 
the path between resources and life satisfaction was not statistically significant (β = .05, p 
>.05), and hence H8 LS was rejected. The counteractive model hypothesis, which posited 
a positive relationship between stressors and resources, was also not supported due to the 
negative relationship between stressors and resources. By implication it means that 
stressors did not mobilize resources.  
 
 









Social resources -.84*      .01 
Stressors                                   ----                        -.58*    
Indirect effects 
Social resources through stressors                         -----                         .48*   
Total effect   
Social resources                       -.84*     .49 *   
Stressors            -------   -.58* 
 
 
* p < .05 
 
The CMIN/df value < 2.0, GFI and AGFI values  > .90, CFI > .95, RMSEA = .05 with a 
narrow Confidence Interval and a p value not closer to 0, and SRMR < .10 indicated a 
good model fit to the data. 
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Table 39 Chi-square Statistics for Models of Life Satisfaction – Female Older Adults.   
 
Model                   χ2                               χ2 diff          ECVI    
 
Null model (M0)              584.89                                        3.071  
Independence model(IM)             132.25               .895 
Difference between M0 & IM          452.64*  
 
Independence Model (IM)   132.25 
Stress-suppressor Model (SSM)    47.82     .476 




In addition, the stress-suppressor model also evinced a better fit to the data than the 
independence model (Table 39). The chi-square difference between the independence 
model and the stress-suppressor model was statistically significant (χ2 diff  = 84.08, p 
< .05). Further, the ECVI value of the stress-suppressor model was smaller than that of 
the independence model. In sum both the chi-square difference and smaller ECVI value 
suggest that the stress-suppressor model is parsimonious and provides a better fit to the 
data than the independence and counteractive model. 
5.5. Gender Differences on the Stress-Suppressor Model for Psychological Distress 
In this section, the stress-suppressor model was tested for  its invariance across gender. 
The objective is to find out whether there are any differences between male and female 
older adults on factor loadings and structural paths for psychological distress and life 





Table 40    χ2    Statistics for Test of Invariance across Gender for  Resources, Stressors                                    




Model description   χ2     d.f      ∆ χ2   ∆ d.f  p-value     
 
Hypothesized model(M-1) 65.73 34 - -                     - 
Factor loadings, path 93.48 42 27.75     8   p <.05  
coefficients constrained 
equal(Model (M) -2) 
 
Factor loadings constrained 84.18    39 18.45 5  p <.05 
Equal (M-3) 
 
Factor loadings of resources            69.71  36 3.98 2  NS 
constrained equal (M-4) 
   
Factor loadings of stressors 80.70 36 14.97 2   p <.05 
constrained equal (M-5) 
 
Factor loading of abuse on 74.90 35  9.17 1  p <.05 
stressor constrained equal (M-6) 
 
Factor loadings of  stress  69.22       35    3.49 1           NS   
events on stressors  
constrained equal (M-7) 
 
Structural path   71.66    37  5.93 3     NS 









5.5.1.Gender Invariance for Resources, Stressors and Psychological Distress 
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Based on the guidelines provided by Byrne (2001), the analysis for invariance was 
conducted. The first step is to establish models, separately for both males and female, 
which was accomplished in the preceding section. 
      In the second step, the model established separately for both gender was analyzed 
simultaneously, for both male and female older adults. The reasons for this are two-fold; 
one, the parameters are established simultaneously for both genders; two, a baseline chi-
square statistic is yielded that would facilitate comparison for further models to be tested. 
Next, a model with equality constraints for factor loadings and structural paths was tested. 
The chi-square value of this model was tested, and compared with the unconstrained 
model. If the chi-square statistic is significant than further models are to be tested.  
Hypothesized model (M-1) in the Table 40 refers to the model tested simultaneously for 
both male and female older adults. The χ2 /df was 1.933. The GFI = .96 AGFI = .91 CFI 
= .963, and RMSEA = .048 all indicated that the model fit to the data for both male and 
female older adults was good.  
 Next is the model-2 in which factor loadings and structural paths were constrained 
to be equal. The χ2  statistic for M-2 was significantly different to the hypothesized model, 
meaning that the model was not equal across gender. 
As a next step, I checked whether the difference was due to factor loadings by 
specifying equality constraints on all the factor loadings.  There was a significant 
difference between M-3 and M-1 indicating that the factor loadings are different. In order 
to pinpoint the differences in the factor loadings, factor loadings on resources were 
constrained to be equal (M-4). However the χ2 statistic was not significantly different 
from the hypothesized model, meaning that there was no difference between the two 
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groups on the factor loadings on resources. M-5 specified constraints on factor loadings 
of stressors, wherein the χ2  statistic was significantly different to that of the hypothesized 
model. More specifically, the significant difference was due to the factor loading of abuse 
on stressors (M-6).  Equality constraints of structural paths (M-8) did not yield a 
significant χ2  difference, meaning that the structural paths were equivalent for both male 
and female older adults (Table 40). 
To conclude, measurement model for psychological distress was found to have a 
good fit to the data for both male and female older adults. Simillar to the results for the 
entire group, stress-suppressor model exhibited better fit to the data than the 
independence and null model. Though there was a differnce between male and female 
older adults on the loading of abuse on stressor factor, the pathways by which resources 




5.5.2.Gender Invariance for Resources, Stressors and Life Satisfaction 
 
 
The hypothesized model simultaneously tested yielded CMIN= 1.606, GFI= .95, 
AGFI=.91, CFI=.96, and RMSEA = .039 which were all suggestive of good fit of the 
model to the data. The steps of analysis were similar to those followed in the testing of 
invariance for psychological distress. The χ2 value for the constrained model was 
significantly different from the unconstrained model. Equality constraints were placed for  
 
 
Table 41   χ2    Statistics for Test of Invariance across Gender for Resources, 




Model description   χ2     d.f      ∆ χ2   ∆ d.f     p-value     
 
Hypothesized model     102.79  64 - -                - 




Factor loadings constrained    121.47    71        18.69 7                  p <.05    
equal 
 
Factor loadings of resources          107.06      66          4.27  2    NS 
constrained equal 
   
Factor loadings of stressors   113.55  65        10.76  2              p <.05  
constrained equal 
 
Factor loading of abuse on   110.05  65          7.26 1 p <.05 
stressor constrained equal 
 
Factor loadings of  stress   105.55  65       2.76 1    NS 
events on stressors  
constrained equal 
 
Factor loadings on                             108.45     67       5.66      3     NS  
life satisfaction 
 








factor loadings. The chi-square difference was significant indicating that male and female 
older adults differ on the measurement component. In order to locate the difference, as a 
first step equality constraints were specified for the factor loadings on resources. The chi-
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square statistic for this model compared with that of the unconstrained model did not 
yield a significant difference. Thus there were no gender differences on measurement 
component of resources. Next, equality constraints were specified for stressors. Further 
analysis revealed that female older adults and male older adults differed on the loading of 
abuse on stressor factor. Regarding the path coefficients, results indicated that the 
structural pathways for both genders were equal (Table 41).   
To conclude, in this first part of the results, the independence model, the stress-
suppressor model and the counteractive model were tested for the entire group and 
separately for older males and females with two exogenous variables, psychological 
distress and life satisfaction. Results supported the stress-suppressor model for both 
psychological distress and life satisfaction. Resources were found to significantly 
influence depressive symptoms and life satisfaction by inhibiting stressors. This was 
similar across gender. Tests for gender invariance suggested that there was a difference 
between male and female older adults on loading of abuse on stressor; this was higher for 
females than for males. 
5.5.3. Conclusion 
In sum, the independence, the stress-suppresor, and the counteractive models were tested 
for male and female older adults. Results showed that for both depressive symptoms and 
life satisfaction the stress-suppresor model showed a good fit to the data. The loading of 
abuse on stressor was stronger for the female older adults than for the male older adults.  
5.6.  QUALITATIVE RESULTS 
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This section deals with the qualitative analysis of 10 cases purposively sampled. The first 
part describes the profile of the respondents followed by case histories. In the second part, 
the themes based on resources and stressors are provided.  
 
5.6.1. Profile of the Respondents  
 
Table 42  Profile of the Respondents for Qualitative Study ( n = 10) 
 
 
Variables     frequency 
 
 
   Age  
65 –70        6  
70 & above       4 
 
Gender 




Hinduism       9 
Christianity       0 
Islam        1  
 
Marital status 
Married       3  
Widowed       6 
 Single/separated      1   
 
Living arrangements 
Living with spouse      3 
Living with married children     5 




The mean age of the respondents was 71.8 years. Both male and female older adults were 
almost equally represented. As for religion, almost all of them had stated Hinduism as 
157  
their preferred religion.  There is a high representation of those who were widowed. Half 
of them were living with their married children.  
 
5.6.2. CASE DESCRIPTIONS 
Mr.X is a 66 year old married male hailing from a high middle-income economic 
background. He is currently residing with his wife. He is a retired civil engineer in 
government service. His son is a famous surgeon residing abroad. Though Mr.X receives 
his monthly pension and a huge amount send by his son annually, he feels lonely. Mr. X 
tried to stay with his son abroad, but could not adjust to the cultural change and as a 
result he returned to India. Mr.X actively engages in social activities like helping the 
other residents to get water pipe and lampposts for his street. His favorite activity was 
playing cards with his friends and go walking. Since his friend’s demise, he has limited 
his activities to his home. Mr. X said  he is moderately religious and believes more in 
himself than in God. On physical health, he said  he feels a bit weak and is not able to 
walk  as before (young age), but he was quick to point out  that his health status was very 
good when compared to his age group.  
 
Ms. M is a 73-year-old Muslim lady who resides  with her son and daughter-in –law. She 
has two school-going grandchildren. After her husband’s demise, Ms.M confined her 
presence to a small room. She finds it bit difficult to carry out her day-to-day household 
chores, but due to fear of being scolded by her daughter-in-law and son she completes her 
work. After she  completes her chores, the rest of the time she spends in her room. The 
family members do not take her outside and she also couldn’t go out on her own due to 
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her health problems and fear of falling down (She stays in the first floor, and she has to 
take a flight of steps to get down). She felt that respect received from the other family 
members was not satisfactory. She copes with all her problem as god’s wish and engage 
in prayer for a long time. She said that her health status was very poor due to her 
respiratory problems. Further, she also said that she has no interest in living and expects 
to join her husband very soon (die) due to lack of attention, love and care from her family.  
 
Mr.A is a 69-year-old male from low socio economic strata. He has  four sons  who are 
all married and have their children. Currently, he stays alone in a hut, nearby his elder 
son’s house and is on government welfare assistance scheme. He was diagnosed with 
diabetes. Due to lack of money, he was unable to take medications. During his work as a 
menial laborer he sustained a wound in his leg that festered, and on account of this, his 
leg was amputated. Because, his children are very poor, they considered him as a burden 
and totally neglected him. He was not provided with basic needs and one day he was left 
to fend for himself. Mr. A is crest-fallen about his current condition. He told that all his 
hard work in taking care of his children has gone down the drain. He felt that all his 
difficulties are due to God and karma. The neighbors help him a bit by buying him food 
and other essential things. Apart from diabetes, he suffers from a host of other health 
problems. Currently he receives medical aid from a VWO. 
 
Mr. C is a 73-year-old Brahmin Hindu from a middle socio-economic status. Mr.C is 
currently residing with his younger son and daughter-in-law. He has collegiate education 
and was working as a priest and an accountant. He has two sons and a daughter who is 
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married and residing near by. His two sons are married and the eldest has started his own 
family against the wishes of  Mr.C. Mr.C was having problems with his son-in-law who 
was dependent on alcohol. In an inebriated state he used to abuse his wife (Mr.C’s 
daughter) and shout at Mr.C from the street, in front of all the residents. Though, 
currently the son-in-law has eschewed alcohol and is taking care of his wife, Mr.C feels 
that his respect is lost and that others (relatives, neighbors) will gossip about the incident, 
till he dies. He adheres strictly to religious activities and spends two hours both in the 
morning and evening in prayers. He feels that his health is good for his age. He performs 
poojas and sacred rituals for other families. His main past time is prayer and religious 
activities. He said that he is satisfied with the care provided by his youngest son and 
daughter-in-law. 
 
Mr.M is a 77-year-old retired CEO in a Multi Nation Company (MNCs). He has two 
children, a daughter and a son. Both of them are married and currently residing abroad.  
He stays with his wife. Mr.M and his wife take turns visiting their children  abroad. Due 
to economic reasons, both of them could not go abroad at the same time. Hence for every 
six months one of them visits their children and the other stays in India. During the 
interview, Mr.M was in India and his wife had gone abroad. Mr.M said that he was not 
able to stay with his son all the time because his daughter-in-law was a foreign born 
Indian and she was not used to a joint family. Because he wanted his son to be happy, he 
is staying away from him. He has a good friend circle, whom he visits daily evening. He 
goes with them for walks- the usual destination being a temple. He feels that he is healthy 
and actively engages in gardening. He said that because he is single, he leads a life of his 
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liking. He said that some times he feels lonely but easily get rid of it by engaging in some 
activities. 
 
Ms.S is a 65-year-old retired government officer who is residing with her son and 
daughter-in-law. Her husband has died a few years before. She told that her son and 
daughter-in-law take care of her properly. She spends her time in reading books, 
watching T.V. serials, and playing with her grandchildren. She regularly goes to temple 
and engages in religious activities. She said that her life centers on her grandchildren. 
According to her, her health is far better than those in her age group. She said that she is 
getting pension and is able to take care of herself and also provide some money to other 
family members, in this way she felt good. Regarding family relations she said that her 
son is like her friend and her daughter-in-law is like her daughter and that there is no 
problem with them. 
 
Ms.Y is a 67-year-old lady who lives in a family of seven. Her family members include 
her son, daughter-in-law, and school-going grandchildren. Ms.Y’s husband  died several 
years before the interview and she is totally dependent on her son for all her needs. She 
has a daughter who is widowed and stays alone. Ms.Y is very much concerned about her 
daughter, because she does not have sufficient means to take care of herself. Her 
(Ms.Y’s) constant pleas to the other family members to take her daughter have fell on 
deaf ears. Due to this there is constant problems with her son and daughter-in-law who at 
times voice scathing remarks. Apart from this, Ms.Y does the entire household chores 
from day-to-day cooking to cleaning the house. Though she feels exhausted, she is afraid 
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that her failure to carry out the work would earn the irke of her son/ daughter-in-law and 
land her in the street. Her constant companion is God and she at times feels extremely 
angry towards him for making her and her daughter suffer.  
 
MS.L is a 93-year-old widow hailing from a middle socio-economic status. She proudly 
told that she is the head of a three-generation family comprising 19 relations. She stays 
with her eldest son, daughter-in-law and grandchildren. She said that everything in the 
family from mundane day-to-day activities to the marriage of greatgrandchildren take 
place with her consent. However, she was quick to point out that she feels let down by 
her youngest son, who had gone abroad against her wishes. She believes that her health is 
good not only when compared to her age group, but also with those who are 5-10 years 
younger then her. She strictly adheres to tradition and religious rituals. She meditates and 
prays throughout the day. She opined that health is vital so that she is not dependent on 
other family members. She thanks God for keeping her away from trials and tribulations 
and giving her a far better life (old age) in comparison to her counterparts.  
 
Ms.O is a 69-years-old married female from a low socio economic status. She is living 
with her son, daughter-in-law and three grandchildren. She does not have schooling and 
was engaged in menial jobs. Because she has grown old, whatever odd jobs she was 
getting trickled. Ms. O’s husband is too weak to pursue any gainful employment. She is 
completely dependent on her son for all of her needs. She has a daughter who is also 
married and staying far away from her. Ms.O lives in constant fear and apprehension due 
to the behavior of the other family members, excluding her husband. Even on the 
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slightest of mistakes, like not cooking and serving food in the right time, or if the house is 
untidy, her son/daughter-in-law/grandchildren would abuse her both verbally and 
physically. The neighbors  initially came in rescue of her, but backed off in course of 
time due to the wrath of her son.  Her health is very poor, and she does not have money to 
avail medical help. She does not want to leave the house, because the relatives would 
speak ill of her son (cultural taboo). She visits the temple twice a day and finds solace in 
prayers. 
 
Ms. N is a 66-year-old retired single women. She  was working as a clerk. Immediately 
after her marriage, Ms.N’s husband had left her in the lurch and eloped with another lady. 
For the major part of her life Ms. N  lived alone with no relatives or others to find support. 
With her pension, she is able to take care of her life. Though at time she feels that life has 
been cruel to her, she pulls herself together by engaging in religious pursuits.  Presently 
(after retirement), she had gone out and cultivated friendship with her neighbors. She 
laughed and said that her friends include numerous college and school- going students. 
She spends her time chatting with them. Additionally she also involves in giving advice 
to those who approach her with problems. She admitted that though she is in better health, 
she is a bit worried about her health in the future, with no one to take care of her. On the 
flip side, because she is single, she can lead a life of her liking and is not be hard pressed 
by other family commitments and problems. She is highly religious and believes in fate.  
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5.6.3. EMERGENT THEMES 
In the first section, opinions of the respondents on the type of resources are presented. 
This is followed by the stressors reported by the older adults. At the end the section 
themes on the interaction of the resources and stressors and well-being are presented. 
 
5.6.3.1. Stressors and Well-Being 
Stressors were reported in the areas of family, health and financial domains. Confinement 
to one’s room, excessive household chores, physical and verbal abuse were reported by 
the female respondents. In contrast to these the older male adults felt that they were not in 
authority over familial issues. From the verbatim quotes it can also be seen that the 
stressors negatively influences well being of the older adults.   
 
See… I have taken care of my children amidst troubled times. But when I am 
suffering now (old age) there is no one to take care of me. I am not able to cook 
and I am feeling very tired. All I expect is some help from my family members.  
She (daughter-in-law) has got time for everything expect for me. My son does not 
even listen to me. For each and everything I have to ask the permission of my 
son…. even if I have to buy some clothes or bus charge to go to a temple it 
depends on him (son). It pains me more than the weakness I experience. …. - 73 
yr old female 
 
After his (husband) demise I am confined to this room (15ft* 10ft ) room. I cannot 
go outside by myself because I may fall down (residing in the first floor and the 
staircase is narrow). My son does not take me outside. I have to do all the 
household chores.  I cry a lot and feel very sad – 73 yr old female 
 
Even at  the slightest mistake I am being beaten and scolded  ( cries)….  It is 
better to die than live – 69 yr old abused female  
 
Now I am old … who listens to me. I told him (son) not to marry that girl. He did 
not listen to me …….- 66 yr old male 
 
164  
After my leg was amputated, I could not contribute to the family. Slowly  my 
family members began to disrespect me… now I am in the road with no one to 
take care of  me…  what else to do …. Just counting my days on this earth. – 69 




5.6.3.2. Resources  
The older adults described support from children, god’s grace and fate as three important 
resources that are needed to lead a satisfying and peaceful life. Content analysis showed 
that 75% of the older adults perceived God and familial support as vital resources.  Not 
surprisingly, only two older adults felt that control of one’s life is important. There was 
no gender differences on the type of resources. Regarding, the type of support both 
financial and emotional support were rated equally important.  
 
Care and affection from my children is a must for my life…. I am not even 
concerned about money or health …. What is the use if  your children are not for 
you. Then, you must  have the benevolence of god, for without him you cannot 
have anything…. – 73 yr old male 
 
My son is very important.. he should not only be affectionate … he should also 
provide money for my needs like hospital bills …. 65 yr old female 
 
I have become very old .. my children take me to the hospital, pay the doctor fee,  
in the house take care of my needs, and love me… at this age I need all the help I 
can get ……  (93 yr old female) 
  
Money, and good health is needed… you cannot trust your (my) children … they 
will change after marriage … listen to their spouses and will not take care of  you 
(me) – 69 yrs old male  
 
Ability to do whatever I think is very essential to lead a happy life. Of course to 
some extent gods’ grace… - 66 yr old male  
 
My son is  the source of my strength…. See I visited him in abroad… I used to 
wait for him till 12 ‘o’ clock midnight despite feeling hungry or tired… once I see 
him everything vanishes .. I feel happy even if he speaks a single sentence – How 
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are you papa?… I am happy here (India) because I know that my son is there for 
me --- 73 yr old male 
 
God is my life … everything he decides … without him I will not survive… 93 yr 
old female. 
 
Punniya ( good things) .. mainly what we have done in our previous birth is the 
important thing to lead a good life….. 66 yrs old female. 
 
Resources, stressors, depressive symptoms and life satisfaction 
In this section the relationship between the stressors, resources and well-being of the 
older adults are integrated. Verbatim quotes are provided regarding the role of resources 
and stressors in influencing  the well-being of the older adults. 
 
5.6.3.3.Role of Social support 
The older adults in this sample perceive social support from their families as an important 
factor in their  social, financial, and health facets of their lives. From the quotes it can be 
inferred that stressors mediate the influence of resources on stressors.  More specifically, 
emotional social support diminishes the likelihood of stressors and aids the older adults to 
cope  with their problems effectively. Four main themes were identified for social support 
in decreasing depressive symptoms and enhancing levels of life satisfaction: (1). 
providing help in day-to-day activities (2). Averting negative feelings, (3). Averting 
money problems. (4). Sharing concerns 
 
 
Theme 1 Providing help in day-to-day activities 
 
Whenever I get help from my family members, I feel that I am accepted 
by others… it makes me happy. My doctor has prescribed a strict diet. My 
wife is the one who makes sure that I follow the diet. If my wife does not 
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help me then  who knows I might have taken ill by now. Knowing that my 
wife and children are there for me provides me with inner strength… my  
family will not let me down during adversities… What does one need in 
this time (old age), only support from family. Anyhow I am going to die 
(due to old age), I may die happily knowing that my family love and care 
about me. - 77 yr old male 
 
 
My daughter –in-law takes care of my needs … I need not do any kind of 
household chores, apart from the daily walk.. Due to this help I am  not at 
risk of falling or becoming tired or taken ill….. I feel very secure and free 
of fear of falling down or sustaining injuries - 93 yr old female. 
 
Theme 2 Averting negative feelings 
 
My son,  daughter-in-law and  grandchildren are very affectionate and care for me. 
So I don’t think that my responsibility is over, there is nothing for me to do, and it 
is time for me to depart from this world. I participate in all the family activities 
like playing with my grand children, helping them in their homework, doing 
cooking …. With this activities there is always something to look forward in my 
life …..   – 65 yr old female 
 
 
Theme 3 Averting money problems   
 
I am getting pension which helps me to take care of my daily needs, but beyond 
that whatever I need is taken care of by my son… for example once in six months  
I undergo a master check up (general medical check up),  my  yearly pilgrimage 
expenses  and so on and so forth, my son and daughter take care of it … If they 
don’t take care of these expenses, I would have to save money, especially, for my  
future health expenses with not having enough to take care of my daily needs. – 




Theme 4  Sharing concerns  
 
I have a  friend with whom I share my thoughts, and feel relieved. He  
gives me suggestions and ideas about money investment, health problems  
and so on and so forth. I used to follow his advice and be free of some 
problems. For example if I am angry towards my wife, I just go and speak 
with my friend and take my mind off the anger….after some time my 
anger vanishes which otherwise would have ended with us (respondent 
and his wife) both shouting at each other -  66 yr old male. 
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I have got a good understanding with my son and daughter-in-law. 
Whatever concerns I have, with out any reluctance I discuss with them. 
Due to this,  I don’t have any thing in my heart (pent up feeling), because 





5.6.3.4. Role of Religiosity 
 
Almost all the respondents expressed that religion was an integral part of their day-to-
day’s life. The interviews revealed that almost all of them believed that God keeps them 
away from problems. The faith reposed in God and the religious activities provides them 
with the strength to deal with their problems. For religiosity six major themes were 
identified. (1). Instills resiliency, (2). Develops religious support, (3). Contribute to 
society, (4). Control emotions,  (5). Fosters healthy behavior, and  (6). Fosters health 
related behavior.  
 
Theme 1 Instills resiliency 
 
God keeps me out of all troubles … it is due to his grace that I am leading a 
peaceful life. My morning starts with  a prayer, evening I  visit God (goes to 
temple) and  before I go to bed, I again pray.  You have to practice this …  even 
the most difficult situations in life will evaporate…  - 73 yr old male 
 
How do you think I survive with all these beatings……. Prayer, only prayer. I 
know one day or another my God will relieve me of all these sufferings. 
- 69 yr old female  
 
Whenever I think there will be a problem  I always pray and derive strength from 
him ( God) to avert and solve the problems. He always shows me the way.  My 
daughter had problems with her husband. I always prayed for them. It gave me so 
much of strength that I was able to successfully mediate and reconcile the 
differences between them. Now they are living together and happy. If  God had 
not given me the strength then, my daughter would have been separated from her 
husband and it would have been the greatest ignominy for me in front of  relatives 
and neighbors.   - 73 yr old male* 
 
Theme 2 Control emotions 
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I always utter the name of Siva (Hindu god) with the sacred beads rolling in my 
hands. I don’t know how to describe my feeling…… but everything vanishes 
from my mind. It helps me to control my anger and deal with the family members 
patiently. Without this ( shows the sacred beads) I would have experienced 





Theme 3 Sense of detachment  
 
I read Bgavad Gita  (Hindu sacred test) - quotes a sentence- ‘we have not brought 
anything into this world and we are also not going to take anything with us when 
we die.’ ….. so why should I have any  attachment towards worldly things? …. 
This helps me to be free of any troubles…. For attachment breeds’ trouble and 
with trouble comes pain… I don’t have any attachment with anyone so I don’t 
have relationship problems and hence I lead a calm and quite life – 66 yr old 
female   
 
I detach myself from the outside world…. By maintaining a sense of equanimity, 
I am able to see what happens around me clearly and hence I don’t face any 
problems…. – 69 yrs old male 
 
 
Theme 4 Develop religious support 
 
Definitely God is important …. when I visit temples I always manage to acquaint 
myself with others  of my age group ….. some of them have become very good 
friends of mine with whom I can share my feelings…I feel occupied and do not 
feel lonely  – 66 yr old male 
 
… After praying to God , we(friends) all sit together and speak for awhile about 
everything. Like some of them tell me about their problems with their family 
members or health problems… I closely listen to them and find out their problems 




* In India , though fast disappearing, divorce/ separation are still considered as culturally 
inappropriate, especially  for  the women and her family.   
 
Theme 4 Religious contribution 
 
Daily in the evenings in the temple  some of them use to clarify their doubts about 
fasting and ways to pray to a particular God…..  I feel very satisfied that I am able 
169  
to help them in something good … I consider it as a service to God… this way  
God keeps me away from troubles – 73 yr old male  
 
I know a bit of astrology …. when someone gives their horoscope I used to tell 
my opinion about their lucky days…. I feel happy because I know that I make 
others happy….65 yr old female 
 
 
Theme 5 – Fosters healthy behavior  
 
Going to temple means not going there directly, I will first go to my friend’s 
house which is in the adjacent street, then with my friend, I go to another friend’s 
house then the three of us go the park, chat there for a while, and then go the 
temple.  This we do in the mornings and evenings daily. All this walking to…. it 
sort of provides some exercise to my legs. – 73 yr old male 
 
I usually fast on auspicious days and don’t eat non-vegetarian food, this helps me 




5.6.3.5.Role of Mastery  
 
 Indian older adults were revered and generally decided not only for themselves but also 
for the rest of the family members. However as evident in the literature, they are 
dependent on their family members for their needs and hence there is a possibility that 
the locus of control could be attributed to others/ god. The over ridding theme is that of 
fate and karma. The older adults believe that happenings in their life are due to fate or 
due to God. Additionally some of the respondents felt that their  family members control 
their lives.  It has to be pointed out that 7 respondents out of the ten interviewed 
attributed their happenings in life to fate or God. The major themes identified were (1). 
Control by God/fate , (2). Control by family members, (3). Control by self  
Theme 1 Control by God/Fate 
 
To say that I am in control of my life is a sign of arrogance….. we are all  mere 
puppets in the hands of God. Having told this, I like to say that we have to do 
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what is expected of us with the help of God. If we are destined to be happy then 
we will be… if not we are going to suffer. We should not blame God/fate for our 
sufferings or …… - 73 yr old male 
 
Nothing is in my hands …. God has decided that I should suffer so I am suffering. 
Maybe everything is due to my past sins (Karma). When I am not even able to eat 
when I am hungry or go somewhere out of the house, how can I think I can 
control the occurrences in my life….  73 yr old female   
 
I have done good deeds in my previous birth and so I am destined to lead a 
peaceful life in the current birth --- 65 yr old female 
 
If anyone says that they are in control of their lives, it is nothing but a sign of 
ignorance. After all we are all created by god. Everything is written on our head 
before we are born on this earth. But we should do our duties to oneself, to one’s 
children, one’s family and one’s community. Because, if we do not accumulate 




Theme 2 Control by family members 
 
My  son takes care of me…… he decides what is best of for me. I just comply 
with his decisions. I don’t worry or feel sad because of that. What do I know,  
after all he is doing everything for my good. – 65 yr old female 
 
 
My entire life is decided by my children and daughter-in-law.  Whatever they say 
I do. I cannot even go the temple without their permission. I cannot even take rest 
or go out, for everything they decide …. What to do? – 69 yr old female 
 
Theme 3 Control by self 
 
I have full control over whatever happens in my life. I have anticipated problems 
that I am likely to encounter in my life and have made necessary arrangements  to 
tackle the same. For example when I got my retirement money I saved it for 
myself  because I thought in my old age if I am dependent on my children , I will 
face problems . Due to this now I don’t have any financial worries.  Like others,  I 
don’t want to say my sufferings are due to God or fate  then there is no point in 
being born on this earth ……- 73 yr old male 
 
Whatever had happened in the past and whatever is going to happen, I had 
planned for it….. I am fit not because of god but because I go for walking daily – 
66 yr old male 
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To certain extent I can control some of the things in my life, it makes me feel 
good and happy. It provides  me with a sense of purpose and accomplishment. For 
instance I am a single so I know that if I take ill there will be no one to take care 




To conclude, the Indian older adults opined that social support, religiosity as very 
important resources, only two of the respondents considered mastery as a resource. 
Familial problems, health problems, financial problems were some of the stressors that 
inversely influenced well-being.  Themes identified from the verbatim quotes showed 


















It is widely recognized that modernization and urbanization have adversely affected the 
respect towards and care of Indian older adults (Government of India, 1992-1993; 
Jamuna & Ramaurti, 1998). Furthermore, nation wide surveys show that the older adults 
are financially dependent on their family members (NSSO, 1998) and more than half 
report health problems (Joshi, Kumar, & Avasthi, 2003). Given this scenario it is quite 
surprising to note that there is a dearth of empirical studies on the well-being, resources 
and stressors of Indian older adults. To illustrate, though there is rich descriptive 
information on resources like social support (Ahmad, 2003; Shah, 1999), religiosity 
(David, 1994; Motwani, 1937) and mastery (Jamuna, 1989), very little information is 
available on the influence of resources  on  stressors and well-being of the older adults in 
India. Additionally, the current literature review showed that most of the Indian studies 
are atheoritical and plagued by methodological limitations in the form of small sample 
sizes and non-random sampling methods, which is in line with the finding of Ramaurti 
(2003). Cognizant of these limitations, the current research using resource theory as the 
guiding framework examined the relationship between resources, stressors, and their 
influence on depressive symptoms and life satisfaction by formulating and testing three 
models: independent, stress-suppressor, and counteractive models. Both qualitative and 
quantitative techniques were employed. The battery of instruments administered in the 
present study was translated into Tamil, the local language.  Quantitative data analysis 
involved structural equation modeling with single group and multiple group analysis. For 
qualitative analysis, themes were identified. In this chapter the main findings are 
discussed by integrating the qualitative and quantitative results.  
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6.1.  Model Testing for Psychological Distress  
 
The independence model posited that there is a direct relationship between resources and 
depressive symptoms, and stressors and depressive symptoms. The defining feature of 
this model is that there is no relationship between resources and stressors. Though the 
direct relationship between stressors and depressive symptoms, and resources and 
depressive symptoms was statistically significant, model fit indexes suggested that the 
independence model fit to the data was poor. To explain, the poor model fit denotes that 
the model as a whole does not adequately explain the variance associated with 
psychological distress. The result of the present study with regards to the independence 
model is in discordance to that of a study conducted by Ensel and Lin (1991). Based on a 
three-way panel data derived from a representative sample of community residing older 
adults, Ensel and Lin found evidence for independence model i.e. resources through a 
direct pathway decreased depressive symptoms and stressors through a direct pathway 
increased depressive symptoms.  
The counteractive model posits that stressors mobilize resources. Statistically, in 
the counteractive model it is hypothesized that in addition to the direct relationship 
between stressors and depressive symptoms, between resources and depressive symptoms, 
resources are positively associated with stressors that in turn would influence depressive 
symptoms. A positive association between stressors and resources would indicate an 
evidence for the counteractive model. However, analysis yielded a negative relationship 
between the resources and stressors and hence there was no evidence for the 
counteractive model. Evidence regarding counteractive model from this study contradicts 
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the claim that during stressors individuals actively seek out for help and assistance 
(Alloway & Bebbington, 1987).  
 By implication it means that stressors did not mobilize resources. Why is that 
there is no evidence for the counteractive model in the present study? Two possible 
reasons could be hypothesized for this question.  One, types of stressors may influence 
resource mobilization. For instance, abuse and neglect experienced at the hands of one’s 
family member is considered as a taboo in India. Those who were abused in this sample, 
due to fear of stigmatization may have not disclosed it with or sought support from other 
significant others. In a similar vein, Hobfoll (1985) states that individuals may not seek 
help or support due to the embarrassing or stigmatizing nature of stressors. The second 
reason could be the time-gap between the onset of the stressor and the resource mobilized. 
Intuitively stated, resources may be stronger during the period following an immediate 
occurrence of a stressor and in course of time (latter stages), it (resources) may take a 
normal course or diminish. To explicate, loss of significant others for the older adults 
may mobilize support for them from children and relatives. This social support from the 
family members may be stronger during the days or months immediately following the 
loss and gradually would lessen in course of time. In the present research, stressors were 
assessed in the past year of the interview. As a result the exact timing of the occurrence 
of stressors are not known and this may have confounded the results for the counteractive 
model.  
The findings of the current study support the stress-suppressor model for the 
entire group and for both male and female older adults. For the pathways, direct negative 
relationship between stressors and depressive symptoms emerged significant.  Though 
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the independence model suggested a direct relationship between resources and 
psychological distress, the significance of resources on psychological distress 
disappeared when relationship between resources and stressors were assumed in the 
stress-suppressor model. However, the indirect effect of resources on psychological 
distress through stressors was statistically significant. More than half (58%) of variance 
of psychological distress is attributed to the indirect influence of resources on stressors.  
By implication, stressors mediated the influences of resources on psychological distress. 
One of the reasons for the absence of direct influence of resources on depressive 
symptoms could be that in the presence of overwhelming stressor, the effect of resources 
is not strong. For example, in comparison to adverse life events, positive events are stated 
to have only a negligible influence on psychological distress (Pearlin, 1983). The findings 
supporting the stress-suppressor model are in accordance with the study of Martin, 
Grunendahl, and Martin (2001) among the German middle aged and older adult 
respondents. The authors rejected the independence model and the counteractive model 
and found evidence for the stress-suppressor model.  However, the authors had not 
conducted their analysis on gender basis.  
The findings of the current study also lend support to the mediating role of the 
stressors as documented in earlier studies (Jang, Borenstein, Chiriboga, & Mortimer, 
2005; Krause 1987; Norris & Murrell, 1984) and contradict the findings of the studies 
which had not found evidence for a mediating effect (Balaswamy & Richardson, 2001; 
Dean, Kolody, & Wood, 1990).  
Additionally, the findings of the present study also contribute to the literature on 
the direct positive effect of stressors on psychological distress; health status 
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(Chokkanathan & Lee, 2004b; Gee, 2000; Morgan & Bath, 1998), life events (Falcon & 
Tucker, 2000; Fiske, Gatz, & Pederson, 2003; Hybels, Blazer, & Pieper, 2001; Moos, 
Schutte, Brennan, & Moos, 2005) and abuse (Chokkanathan & Lee, 2006; Nicolaidis, 
Curry, McFarland, & Gerrity, 2004). 
 
6.2. Model Testing for Life satisfaction 
For life satisfaction, three models: the independence model, the stress-suppressor model 
and the counteractive model were tested. The Independence model posited that resources 
have a direct positive influence and stressors and stressors have a direct negative 
influence on life satisfaction. The counteractive model posited that in addition to the 
direct influences of resources and stressors on well-being, stressors mobilize resources. 
Structural Equation Analysis did not support the presence of the independence and the 
stress-suppressor model. Similar to the results of the psychological distress, both the fit 
indices and the pathways indicated a good fit to the data for the stress-suppressor model. 
Similar to the findings of psychological distress, resources had a significant 
indirect effect on life satisfaction by diminishing the likelihood of stressors. Life 
satisfaction in this study involved cognitive assessment of satisfaction that takes into 
consideration the overall past and present life situations. While responding to the life 
satisfaction scale, the older adults may have considered both resources and stressors and 
its (resources) role in diminishing the likelihood of stressors. Thus, successful resolution 
of or adjustment to the potential adversities may have boosted higher levels of life 
satisfaction. In this regard, Thoits (1995) states “individuals often actively solve the 
problems that confront them.” Further the author notes that “individuals also learn and 
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grow from negative experiences, even from those that cannot be reversed or 
escaped.”(p.58). Empirical evidence, though not among the older adults, also indicates 
that individuals exhibit higher levels of well-being after being confronted with/ coping 
with problems. For instance Reismann (1990) using in-depth interviews among divorced 
couples found that the respondents described positive significant experiences. Women 
said that they feel more confident and had a better control of their lives. Men reported 
acquiring great interpersonal skills and more willingness to disclose themselves 
emotionally.  
Merging the results of the stress-suppressor model of psychological distress and 
life satisfaction, it could be concluded that the mediating role of the stressors not only 
alleviates the distress associated with stressors, but also is associated with increased level 
of life satisfaction.  There are two major influential schools in stress theory research, one 
is the Distress-Deterrent Theory and the other is the Coping Theory (Ensel, & Lin, 1991). 
According to the Coping Theory, stressors or strains jeopardize social and psychological 
resources that inturn may result in increased levels of depressive symptoms and 
decreased level of life satisfaction.  Based on this theory the counteractive model- 
stressors mobilize resources was tested in the present study. However, findings did not 
support the counteractive model for the entire group, male and female older adults. The 
older adults did not report that during psychosocial stressors, social support/religiosity/ 
mastery were mobilized.  
In the present study, Structural Equation Modeling lends support to the Distress-
Deterrent Theory. Under this theory two models were tested: the independence model 
and the stress-suppressor model. Fit indices did not support the independence model that 
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states resources and stressors directly influence well-being. Evidence for Distress-
Deterrent Theory was construed by the good fit of the stress-suppressor model.   More 
specifically, pre-existing resources in this study have an indirect influence on the well-
being of older adults by either minimizing or deterring the occurrence of stressors. In sum, 
evidence for the Distress-Deterrent Theory in the present study echoes the statement of 
Paykel (cited in Noh & Avison, 1996 p.194) “…it is not just the presence of life stressors 
that is significant for mental distress, but that ‘the soil in which it falls’ conditions a 
stressor’s potential consequences” Thus it can be concluded that pre-existing resources 
minimize the likelihood of stressors and thereby influence depressive symptoms/ life 
satisfaction.  
 
6.3.Gender Differences   
Given the substantial evidence for gender differentials on well-being (Shirolkar & Indira 
Jai, 1996; Prakash, 1998) and given the evidence that gender differences on well-being 
are due to different levels of stressors and resources (Bannerjee & Tyagi, 2001; Hosmath, 
Gaonkar, & Khadi, 1993; Karkal, 1999) it was expected that there will be a difference in 
the pathways by which resources and stressors influence well-being. However there exist 
scarce information on the nature of gender differences among Indian older adults. The 
current study is the first attempt to explicate the links between resources, stressors and 
well-being among Indian older adults.   
Bivariate analysis showed that the female older adults have reported lesser level 
of social support and mastery in comparison to that of the male older adults, the findings 
of which are supported by the available Indian literature (Nagi & Kamalajit, 1999; 
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Ramamurti & Jamuna, 1998; Ushasree, 2000). This is not surprising given the fact that 
the Indian culture expects the female older adults to play a subjugated role to that of the 
male older adults. Second, socialization patterns have confined women to household 
activities, which may have resulted in fewer resources. Furthermore, female older adults 
reported feeling more depressed and less satisfied with their lives in comparison to the 
male older adults, again, the results of which are in accordance with earlier studies 
conducted in India (Gurudoss & Lakshminarayanam, 1989; Nandi, Banerjee, Mukherjee, 
Nandi, & Nandi, 1997; Prema, 2000). Again, this is not surprising given the higher levels 
of stressors the female older adults have reported in comparison to the male older adults 
in the present study.   
For both depressive symptoms and life satisfaction, evidence was found for stress-
suppressor model. Additionally it was also found that the stress-suppressor had a good fit 
to the data then the independence and the counteractive model.  Results regarding the 
path coefficients for the influence of resources on stressors, stressors on depressive 
symptoms, stressors on life satisfaction did not yield any gender differences. By 
implication, the indirect pathway by which resources influence stressors are similar for 
both male and female older adults. However, differences were evident for the factor 
loadings on stressors. Women differed from men on abuse. This is in line with the 
findings that more number of women experience abuse than men (Crichton, Bond, 
Harvey, & Ristock, 1999; Filinson & Ingman, 1989). In India, a study found that a higher 
proportion of older women are mistreated than older men. Specifically, the male to 
female ratio for chronic verbal abuse, financial abuse and neglect was 1:2, and for 
physical abuse the gender disparity was more pronounced, with the male to female ratio 
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being 1:3. The high rate of mistreatment among the older women could at least partly be 
attributed to their dismal socio-economic and health conditions. Patriarchal society, 
illiteracy, high levels of economic dependence on the children all have a cumulative 
effect to make the older women susceptible to mistreatment (Chokkanathan & Lee, 2006).  
Though the qualitative results suggested that resources influenced psychological 
distress and life satisfaction by decreasing the likelihood of stressors, there exists subtle 
but crucial differences between women and men on the utilization of resources. More 
specifically on instrumental support, more female older adults than male older adults told 
that they turn to their sons or spouses when in need of financial help. Likewise, more 
number of women had opined that they are in need of instrumental support like taking the 
help of the family members in accessing services, like going to the hospitals. Thus, it is 
amply clear that women are dependent on their family members for their needs.  
In short, the level of psychological distress and life satisfaction of the female 
older adults depends to a larger extent on the willingness of the family members to 
provide instrumental help. This is not to say that all the male older adults are self-
sufficient and are not dependent on their family members, but to point out that the male 
older adults seem to be relatively more self-sufficient than the female older adults. 
Further, extant literature is in accordance with the gender differences on financial 
dependency on family members (Asharaf, 2005; Ahuja, 1996; Nagi, & Kamalijit, 1989; 
Ushasree, 2000). Datta (2005) in this regard states that many of the women do not have 
cash or properties, even when they did, they still depended entirely on their male family 
members.  
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In-depth interviews also highlighted the role played by the daughter-in-laws in the 
well-being of the women older adults. In India, it is customary for a woman after getting 
married to stay with her in-laws. The daughter-in-law usually takes care of the needs of 
the in-laws and household chores are jointly carried by both daughter-in-law and mother-
in-law. Hence, a confiding relationship marked by mutual understanding and respect 
towards each other positively influences well-being.  
About mastery, more female older adults than males attribute their happening to 
either family members or to god and karma. In addition more females than males do not 
actively seek help to solve their problems. Female respondents in this study are expected 
to take care of the household chores- cooking, cleaning, and taking care of the 
grandchildren by the other family members despite their (older adult women) reluctance 
and unwillingness due to physical frailty or due to interest to pursue their own activities 
like visiting temples, praying, or spending time with their neighbors. Furthermore even 
the movement of the older women outside the house is largely determined by their 
respective family members.  Lack of familial support coupled with fewer resources 
results in the older women consigning themselves to fate, which makes them susceptible 
to stressors and decreased level of well-being.  
To summarize, both quantitative and qualitative results indicate that the interface 
of  macro and micro level factors influence older women’s well-being. A patriarchal 
society that emphasize the dominance of males, socialization pattern underscoring 
household activities as opposed to career/economic activities and concomitant 
subordinate social status, pressures created by excessive household chores, incessant 
responsibility of taking care of family members, lack of socio-economic resources and 
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concomitant dependency on family members, abuse and neglect, loss of significant others 
mainly their spouses all combine to account for older women lower level of  well-being. 
6.4. Resource Pathways and Well-Being  
In this section, the qualitative results are discussed based on the themes identified and 
presented from in-depth interviews. More specifically, the influence of resources on 
depressive symptoms and life satisfaction is examined.  
    6.4.1.Role of Social Support  
The salubrious effect of social support on well-being of the older adults evidenced in the 
present study is documented in previous Indian studies (Lakshminarayanan, 
Thangapandian, & Mahendran 1991; Nathawat, 2000; Prema, 2000; Ushasree, 2000). 
However what was not clear in the Indian literature is whether social support has a direct 
effect or an indirect effect on the depressive symptoms and well-being of the older adults. 
The need for family support was one of the recurrent themes, which surfaced 
throughout the qualitative interviews. Among the types of social support emotional 
support, instrumental and financial support are considered as equally vital by the 
respondents. This contradicts the finding that instrumental support is more effective than 
emotional or informational support (Schaefer, Coyne, & Lazaraus, 1986). The availability 
of social support from the family members diminishes negative feelings associated with 
old age, instills in them positive feelings, provides them with a sense of purpose and 
makes them actively participate in family activities. In the likelihood of a problem the 
older adults usually confide with their children and this averts or reduces the magnitude 
of the problem. As remarked by an older woman  ‘After I share my concerns with my son, 
my mind and heart become very light (relieved)’.  
183  
A confiding relationship marked by care, and love makes the older adults feel that they 
are respected and considered as a part of the family. This fosters integration of the older 
adults into their family and facilitates them to discuss about their concerns with their 
sons/ daughters / daughter-in-laws without fear or reluctance which in turn reduces 
interpersonal strains. This is not surprising when viewed in the backdrop of the Indian 
culture, which is embedded in collectivism, where familial values are given preference 
over individual concerns; cultural and societal values stipulates the children to take care 
of their parents; cultural endorsement of sharing one’s problems with others, especially 
with one’s family members; and cultural sanction against old age homes. Furthermore, 
counseling has not yet been considered as an option in times of stress and strain due to 
strong cultural sanction that family and personal problems are not to be discussed with.   
Instrumental support also plays a vital role in influencing well-being of the older 
adults. In fact one of the male respondent, whose leg was amputated due to diabetes 
stated  ‘If my son had helped me, I would have got medical care and my leg would not 
have been amputated … I would not have suffered.’ In this case it is highly evident that 
absence of financial support from the son has resulted in his leg being amputated and 
feeling depressed. This can be explained by the old age security hypothesis (Dandekar, 
1996) that states the parents in India spend their earnings on their children and do not 
save for their old age.  
In sum, social support decreases the likelihood of stressors through (1). providing 
help in day-to-day activities, (2). averting negative feelings, (3). averting money 
problems and (4). sharing concerns 
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   6.4.2. Role of Religiosity  
The positive association between religiosity and well-being has been extensively 
documented in western studies (Ardelt, 2003; Elison, 1991; Idler & Kasl, 1992; Koneig, 
George & Peterson, 1998; Levin & Chatter, 1998). 
Qualitative results amply demonstrate the prominent role of religiosity in 
decreasing the likelihood of stress on psychological distress and life satisfaction. In India, 
among all the three religions (Hinduism, Islam, Christianity), the older adults engage in 
both private and public religious practices extensively. In fact among he respondents of 
the present study religious activities are practiced on a daily basis and not confined to 
auspicious days. There is a strong belief in almost all of the respondents that their faith in 
God keeps them away from trials and tribulations. The older adults garner strength from 
the God, and strongly believe that they will be able to avert potential problems. Religious 
practices foster positive health oriented behaviors.  For example, older adults fast on 
auspicious days, abstain from non-vegetarian food, which they believe, helps not only to 
propitiate God but also keep them in good health. Daily walk to the temples also 
constitutes physical exercise. Kumar (2003) has reported similar pro health behaviors. 
Religious practices also help the older adults in controlling their negative emotional states 
like anger. Additionally detachment is practiced by abstaining from worldly pursuits and 
maintaining a sense of equanimity. Detachment and control of emotions helps the older 
adults to view things in a disinterested manner and helps them in averting potential 
familial problems.  
Extrinsic religiosity also plays a vital role - in addition to the inner strength they 
garner from praying, it also helps them to build non-secular support (a term coined by 
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Krause, 2006). By frequent visits to temple or mosques, the respondents develop 
relationships with likeminded persons of their age. Because of their high regard for 
temples/mosques (no Christian respondents) the older adults believe that those who visit 
are religious and hence trustworthy. They confide about their problems with their 
religious friends and seek their advice. Additionally, by listening to other persons’ 
problems and their reasons, the older adults try to extent it to their lives and pursue steps 
to decrease the possibility of similar problems in their lives. Increase in number of 
nuclear families, inability of the younger generation to spend time with their parents, and 
increasing generational gap makes the older adults feel isolated, depressed and less 
satisfied with their life. The relationships developed in the temple and mosques  
diminishes  loneliness of the older adults and  depressive symptoms and enhances life 
satisfaction. 
 By participating in religious activities and also sharing their knowledge with 
others over spiritual issues, the older adults feel that they can also contribute to society, 
which in turn results in their having higher levels of life satisfaction. Similar findings 
about the older adults performing the role of transmitters of religion, by emphasizing on 
rituals and traditions has been documented in a study conducted among the Indian 
population in Singapore (Mehta, 1997). In short, religiosity influences well-being (1). 
instilling resiliency, (2). developing religious support, (3). making them feel that they can 
contribute to the society, (4). controlling emotions in time of problems, (5). developing a 




6.4.3. Role of Mastery 
The findings of present study that mastery influences stressors and depressive symptoms 
as well as life satisfaction are fairly consistent with the Western literature (Jang, 
Borenstein, Chirboga, & Mortimer, 2005; Jang, Halley, Small, & Mortimer, 2002; 
Roberts, Dunkle,  & Haug, 1994).  
The older adults who attribute control over events by themselves reported fewer 
stressors, which in turn had a positive impact on the well-being. What is the pathway by 
which high mastery decreases stressors? Those with high mastery practice anticipatory 
coping that enables them to avert potential stressors or curb stressors at the early stages, 
resulting in decreased level of distress and increased level of satisfaction. For example, 
they save money for their future and keep themselves healthy, which makes them self-
sufficient and not dependent on their family members for their needs, which in turn 
minimizes health and relationship problems.   
What about the other respondents who have opined that the control of their lives 
is in the hands of their family members and God?  With regards to control by family, it 
appears that more women than men attribute their life happenings to family members. 
Some of the women were also comfortable being controlled by their sons or spouses.  It 
has to reminded that the women respondents of the present study date back to the second 
world war period and hence their socialization pattern and cultural upbringing 
emphasized more on household chores and being servile to the male folks. Thus, cultural 
upbringing and socioeconomic dependency may have resulted in the women feeling 
comfortable under the control of the family members.  
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It has to be mentioned that regardless of gender, the older adults attribution of 
events to family members and its subsequent influence on depressive symptoms and life 
satisfaction depended on the type of control the family members exercise.  If the 
children/daughter-in-law or spouse take care of their needs and provide them with 
independence, like to visit places of interest (temples, neighbor’s house etc) the older 
adults feel happy and satisfied. Why do they feel happy and satisfied? When the family 
members take care of their needs, the older adults feel that they are free from the hassles 
of daily living, which in turn results in high life satisfaction. For example, financial 
planning may prove stressful for the women due to their limited experience and family 
members taking care of it would decrease the stressor of the women older adults. Datta 
(2005) in this regard states that women depend entirely on their male family members on 
managing their cash and properties.  
 On the other hands if the family members are unduly demanding and restrict their 
activities, the older adults report a sense of resentment, feelings depressed and less 
satisfied with their life. This in fact perpetuates interpersonal problems – daughter-in-law  
- mother-in-law problems, parents-sons problems which lead to feeling sad, and less 
satisfied with life.  As told by a female older adult, “…my sorrows, my happiness all 
depend on my son/daughter-in-law…” 
Though the quantitative results on mastery are in accordance with Western results, 
qualitative results are in discordance. Qualitative studies indicate that attribution of 
happenings in life to fate/karma and God actually decrease the influence of stressors on 
depressive symptoms and life satisfaction. Most of the respondents during the in-depth 
interview stated that all the good and bad things that occur in one’s life are due to their 
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past deeds or Karma. Mehta (1997) has reported similar findings about the role of karma 
in the lives of the Singaporean older adults. For the Malay (Muslim) older adults the 
author had noted that the concept of fate plays a similar role. The pertinent question to be 
raised is how does it help to mediate the influence of stressors? Two explanations are in 
order. One, by attributing it to fate, the guilt feelings associated with the problem 
diminishes; additionally, in case the problem involves another person like a family 
member, the attribution to fate shifts the blame from that person and consequently results 
in there being less number of   interpersonal problems. Two, the older adults especially 
the Hindus, believe in the concept of rebirth i.e death is to the body and not to the soul 
and there is an after life. Hence, in order to lead a peaceful life in the next birth, they 
accumulate good deeds in the present life by not hurting others feeling or emotions. This 
results in fewer psychosocial problems.  
Two, in addition to the attribution to fate, most of the respondents consciously 
attempt to solve their problems.This is quite similar to the findings of religiosity. What 
happens when persons who attribute it to fate do not try to solve their problems? At least 
in two of the cases in the qualitative study, this lead to the detrimental influence on the 
problem and its subsequent impact on their well-being. The first case is a male who 
reported physical abuse and neglect. The second case is a female who reported neglect. In 
both the cases the respondents did not want to take the help of professionals and 
attributed their sufferings to god’s will. The end result was their problems were unsolved 
and they exhibited high levels of depression and low levels of life satisfaction. However, 
caution must be exercised in interpreting this result because it is based on only two cases. 
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Clearly, there is a need for further in-depth studies on the role of mastery and its 
relationship with depressive symptoms and life satisfaction.  
Quantitative data indicated that internal locus of control is negatively associated 
with psychological distress and positively associated with life satisfaction; whereas, 
qualitative data suggest that external locus of control is associated with higher level of 
life satisfaction. Why is there a difference between quantitative and qualitative data on 
mastery? The answer to this can be based on a concept called proxy control or 
participatory control (Skinner, 1996). The author has noted that belief in or attribution to 
God does not seem to interfere with one’s mastery. Instead, God may be seen as a source 
of control that increases the power of self. This statement of Skinner can readily be 
extended to the role of fate/karma in the present study. Though they attribute it to Karma, 
the older adults believe that it is their action in the past life that had precipitated good or 
bad happenings in their present life.  In the quantitative study, the items in the mastery 
scale may have tapped participatory control and this may have resulted in the discrepant 
results.  
6.5. Conclusion  
In sum, structural equation modeling results indicated the presence of stress-suppresor 
model for psychological distress and life satisfaction for the entire group and for male 
and female older adults. Culturally unique pathways of the influence of resources on 
well-being were described by identification of themes. Possible reasons for the findings 
of the current study was discussed by comparing with the extant Western and Indian 
literature. The results were consistent with the Distress-Detterent Theory subsumed under 
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the Resource Theory. The implications of the findings and the scope of further research 



























7. SUMMARY AND IMPLICATIONS 
7.1. Introduction 
India has the second largest number of older adult population in the world.  Socio-
demographic transitions have perpetuated value changes that in turn have adversely 
affected the respect towards and care of Indian older adults. This is vital because of the 
socio-economic dependence of older adults on their family members.  Despite this 
scenario, it is quite surprising to note that there is a dearth of literature regarding the 
stressors, resources and well-being among older adults in India. The existing Indian 
literature on the well-being of older adults are plagued by limitations: atheoritical studies 
rendering findings piecemeal, excessive concentration on a few stressors (health 
problems, financial difficulties), neglect of resources, small sample size, and non-random 
sampling size. In order to overcome these lacunae, the present study was conducted with 
the objective of explicating the relationship among resources, stressors and well-being of 
the older adults in Chennai, a metropolitan city in India. 
 
7.2. Methodology  
Some points on design and statistical technique employed in this study deserve mention. 
Methodologically, the current study filled in the lacunae of the existing studies on well-
being in India by employing a mixed design and random sampling design involving a 
moderate sample size of 400 non-institutionalized older adults aged 65 years and above. 
The entire battery of questionnaires was translated into the local language by back 
translation method and was pilot tested.  Through a combination of qualitative and 
quantitative research techniques, data were collected. Qualitative data were extremely 
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useful in that they were able to shed light on the subtle yet crucial gender differences. 
Specifically, both the designs were used in a complimentary manner (Hammersley, 1996). 
Quantitative data was used to find out the statistical associations among resources, 
stressors and psychological distress/ life satisfaction. Qualitative data was used to address 
the possible mechanisms by which resources and stressors influence the outcome 
variables. Statistically, in the current study, by applying SEM I was able to test both the 
individual paths and the overall fit of the model to the data. With SEM, I was also able to 
test the complex interactions between stressors and resources and depressive symptoms 
and life satisfaction by taking into account the measurement errors and also 
simultaneously considering a variable as both independent and dependent. Moreover, the 
current study departs from the usual method of concentrating on the model as a whole by 
formulating individual hypothesis taking into consideration both the direct and indirect 
effects. As urged by Shrout and Bolger (2002), the indirect effects in the structural model 
were tested by using bootstrap technique, which can be applied to even small or moderate 
size samples. 
 
7.3. Findings  
Confirmatory Factor Analysis supported the measurement model for the entire group, 
male and female older adults. The independence model positing direct relationships of 
stressors and resources on well-being was not supported for the entire group, male and 
female older adults. Likewise, the counteractive model hypothesizing that stressors 
mobilize resources that in turn influences well-being was also not supported for the entire 
group and both genders. Results supported the stress-suppressor model for both 
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depressive symptoms and life satisfaction for the entire group and for both genders. By 
implication, stressors mediate the influence of resources on well-being. Multi-group 
analysis showed that the measurement component of the model was not invariant with the 
loading of abuse being larger for females than males.  Themes identified from in-depth 
interviews provided rich information on the pathways by which resources and stressors 
influenced well-being.  
 
7.4. Implications for Social Work Practice. 
The present study is one of the very few studies that have been conducted on the well-
being of the older adults in India. The findings from the study have several implications 
for both psychosocial and policy interventions for older adults. 
   7.4.1.Psychosocial Interventions   
First and foremost, the results of the study have shown that stressors mediate the 
influence of resources on depressive symptoms and life satisfaction. Social workers 
providing counseling must make an attempt to explore the various resources available for 
clients and help them to mobilize, strengthen, and utilize resources. By concentrating on 
resources, the counsellor not only deals with the problems/stressors of older adults but 
also emphasizes on their (older adults) positive aspects that may enhance the self-esteem 
and confidence of older adults.  
Two, in the present study it was found that religiosity significantly influences the 
well-being of older adult respondents in the present study. Social workers should 
familiarize themselves with spiritual, and religious issues governing the older adults’ life 
and this could be incorporated in the counseling process.  Third, given the high levels of 
abuse and neglect reported by the respondents in the present study, there is a need to 
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exercise meticulous care in exploring the risk of abuse or an ongoing phenomenon of 
abuse, and tailor appropriate interventions. To this extend, there is a need to generate 
screening scales to identify risk factors associated with abuse.  
From the community intervention perspective, there is a need for outreach 
programs. Though my interviews did not deal with the utilization of services, several of 
the respondents expressed ignorance about the services available to them. Further, some 
of them, especially those who were abused, were extremely reluctant to avail themselves 
of counseling services, mainly due to lack of knowledge about counseling and also 
because of the belief that their children may face legal consequences. Hence, community 
education about the purpose and availability of counseling services should be provided. 
Also, counseling and other psychosocial interventions should be provided as a part of 
medical camps and other programs conducted by VWOs and governmental organizations 
for older adults in the community.  
Social workers could provide preventive programs that would facilitate better 
social integration of the older adults in the society. To this extent awareness programs on 
the contributions of older adults to the society, the problems faced by them, and their 
concerns could be provided for the younger generation and policy makers. To be specific, 
psychosocial issues of aging could be introduced as a part of the school and college 
curriculum. In addition, opportunities for students as volunteers in old age homes and 





  7.4.2. Policy Interventions   
There is a need for more large scale funding for conducting multi-site studies on 
late-life. For without large scale studies, the data on psychosocial problems experienced 
by the older adults would largely remain unknown and hence appropriate policies or 
interventions cannot be implemented.   
Policies should emphasize on the prevention component: promoting healthier and 
independent life style of Indian older adults. Health care awareness programs 
emphasizing on the positive health care behaviors to be practiced during old age should 
be conducted by both governmental and Voluntary Welfare Organizations (VWOs). 
Additionally, psychosocial problems faced by the older adults and ways and means to 
strengthen familial bonds should also be emphasized. 
There are numerous constitutional provisions and bills for safeguarding the 
interest of older adults in India. Section125 (1) (d) of the Code of Criminal Procedure 
1973, and Section 20(3) of the Hindu Adoption and Maintenance Act, 1956 stipulates 
that the older adults could file a petition against their adult children in case they are not 
taken care of (Gokhale, 2003). Another noteworthy development is the   Parents and 
Senior Citizens (Welfare & Maintenance) Bill, 2006. The bill states that children and 
grandchildren who do not properly care for their elders will go to jail, and be disinherited 
from property bequeathed to them. Tribunals are to be set up in every district so the 
aggrieved can complain about being neglected (Kumar, 2003). The government 
organizations in close coordination with the Voluntary Welfare Organizations should 
provide awareness programs and sensitize the older adults about various policies and 
legal courses available for them. To this extend, the social workers could develop and 
196  
maintain hot-line call centers to provide the older adults with legal information and also 
to provide counseling. 
Female older adults in this study had reported fewer resources, higher levels of stressors 
(life events and abuse) and lower level of well-being. There is a need to implement 
gender specific interventions for women, preferably during middle or late middle age:  
 
1. Programs that promote savings and self-employment schemes among females 
could be conducted as a part of self-help groups organized by Voluntary Welfare 
Organizations.  
2. Social Workers could develop a comprehensive program for older women that 
emphasizes on prevention, promotion and intervention of mental health.  
3. Programs should be directed towards the strengthening of a spectrum of support 
services- home helps, home based nursuing care and home based volunteer 
services for female older adults.  
4. Policies could also influence women’s organizations to actively participate in 
planning for the care for older women.  
5. Women organizations in India have not paid much attention on the prevalence of 
abuse among female population aged 60 years and above. Hence, there is a need 
for sensitizing the women organizations to actively work for diminishing abuse 
among female older adults. 
There is a need for manpower development in the area of psychosocial interventions 
for Indian older adults. Specifically, training more number of social work professionals 
including community-based workers and gero-counsellors are the need of the hour. The 
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professionals working among older adults should be sensitized on gender specific issues, 
be equipped with skills in the identification of abuse, and be equipped with knowledge on 
the various services and legal courses of action available.   
 
Programs could be tailored and directed towards service providers, law enforcement 
officials and older adults to sensitize them on the problems likely to be experienced in the 
bio psychosocial spheres of late life. Caregivers in the family could also be provided with 
interventions that enhance their skill and knowledge in care-giving so that they are in a 
better position to deal with care-giving stress which ultimately may minimize abuse and 
other interpersonal problems. The training could specifically deal with the following 
components: 
1. Mental and physical health problems during late life with a special emphasize on 
female older adults. 
2. Anticipate older adult’s future needs. 
3. Awareness about potential circumstances that may lead to abuse and neglect.  
4. Sensitize the public on the strengths and resources of older adults through mass 
medias.  
 
Any research, among other aspects, is only as good as its instruments of data 
collection. Administration of scales from one culture to another may result in poor 
validity and reliability. There is a need for the development of well-being instruments 
that are grounded in the socio-cultural milieu of Indian older adults. For instance, some of 
the items from the Life Satisfaction Index, a widely administered instrument among the 
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older adults, were not found to be appropriate for the respondents in the present study. So 
social work researchers conducting research among Asian older adults should adequately 
test the psychometric properties of the tools before administration. An ideal way is to 
generate culturally unique instruments in the areas of religiosity, live events, abuse, 
psychological distress and life satisfaction.    
 
7.5. Scope for Further Research 
First, the contribution of the study, though modest, serves a crucial pointer for future 
studies. India is a multicultural, multi-religious and multiethnic society. With its wide 
geographical area, large population base, skewed economic and social growth, 
conclusions are hard to arrive at based on a single or a handful of studies. Due to these 
reasons, as a starting point, there is a need for more studies on depression and life 
satisfaction among Indian older adults. For instance, research should concentrate on older 
adults in rural areas because 80% of them (older adults) reside there (Census of India, 
2001). Furthermore, research would yield interesting results if urban-rural comparisons 
were attempted.  There is also a need to conduct research on depressive symptoms and 
life satisfaction among Indian immigrant older adult population in different parts of the 
world. For instance, despite Indian ethnic community being the third largest in Singapore 
there exists scant information on the factors associated with their subjective well-being 
(Department of Statistics, 2000).  
Second, the review of literature conducted in India indicated that almost all of the 
studies were atheoritical. There is a need for further studies to be based on strong 
theoretical framework. The theoretical framework necessarily need not be transplanted 
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from other regions, but it would be beneficial if it were to be grounded in Indian culture. 
For example, in the present study it was found that for women older adults lack of 
resources and complete dependency on the family members perpetuates abuse. 
Theoretical framework emphasizing on familial bonds, interpersonal relationships 
especially with sons/daughter-in-laws would yield interesting and significant findings. 
Social workers should conduct qualitative studies and based on the results could 
generalize findings using quantitative designs.  
Third, females in this study had reported lower levels of well-being, fewer 
resources and higher levels of stressors. Research should be specifically carried among 
the female older adults to study macro factors (patriarchal society, women’s socialization 
pattern), familial factors, individual factors (resources, stressors) and well-being.  
Fourth, abuse reported in this study is higher than those reported in other studies 
(Comijis, 1998; Kivela, 1992; Ong & Bennett, 1992; Pillemer & Finkelhor, 1988; 
Podnieks, 1992). Large-scale studies employing survey design on abuse/neglect should 
be conducted in both urban and rural areas. The studies should concentrate not only on 
the incidence/prevalence rate, but also should emphasize on culturally unique risk factors 
of abuse.  Here again, due to higher rate of abuse among women older adults, gender 
specific studies should be conducted. Another type of design to be incorporated is the 
Case-Control studiy, wherein cases (older adults reporting abuse) could be matched on 
age, gender, and income with controls (older adults who do not report abuse).  
Fifth, there is a dearth of studies on the resources of  older adults. Information 
available on the resources is mainly drawn from religious texts and anecdotal reports. 
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Research is needed to find out what are the different types of resources the Indian older 
adults posses? How do they utilize them to either prevent or cope up with stressors?  
Sixth, though not directly related to the present study, it would be quite interesting 
to find out the interface between the resources and stressors and its influence on service 
utilization. The stressors and resources examined in this study could be incorporated in 
the Health Behavior Model (Anderson, 1995) to identify factors associated with service 
utilization.  
Seventh, though the present study used religiosity as a type of resource, there is a 
need for in-depth studies to be conducted on the existential aspects.  Existential concerns 
exemplify the purpose of life during old age. More specifically, some of the questions 
that could be explored are: What according to the older adults late- life means?  What do 
they think is their role during late-life? Additionally, studies exploring the role of karma, 
and attributions to god in relation to depressive symptoms and life satisfaction should be 
conducted. The sample of the study should include the three major Indian religions - 
Hinduism, Christianity, and Islam 
Eight, almost all of the studies on older adults employ a cross sectional design in 
India. In fact, literature review conducted for the present study did not yield any 
longitudinal design studies. Studies employing longitudinal design should be conducted 
to determine the cause-effect relationships between resources, stressors, and well-being. 
These longitudinal design studies should be supplemented by qualitative design. 
Comparative studies involving clinically depressed older adults with appropriate control 
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groups are also needed to find out the factors associated with the well being of the older 
adults. 
Ninth, qualitative studies should be conduced to generate theories for explaining 
well-being among Indian older adults. Unique features like belief in karma/fate, 
detachment in life, daughter-in-law mother-in-law problems, intergenerational conflicts, 
and psychosocial dependency (financial, emotional and social) should all be weaved 
together by a common theoretical framework.  
Tenth it would be interesting to find out the influence of presence of resources, 
utilization of resources, and the interaction of presence and utilization of resources on the 
stressors and well-being. For example, more than the mere presence of social support, it 
may be the willingness of the older adults to utilize them that may influence 
psychological distress and life satisfaction.  
Eleventh, in the current study psychological outcome variables were considered. 
As mentioned by Thoits(1995), there is a dearth of studies on physical health outcomes. 
This is crucial because findings from resources and stressors studies with psychological 
indicators as outcome variables need not necessarily apply for physical health indicators. 
More such studies, with physical health indicators as outcomes should be conducted 
among Indian older adults. For instance, it will be interesting to note whether the models 
tested in the present study explains functional disabilities experienced by the Indian older 
adults.  
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Twelveth, in the current study, social support, religiosity and mastery were 
considered as indicators of resources. There is a need for further studies to take into 
account the macro level social factors as community support and governmental programs 
for Indian older adults. For example, pension programs may offset financial stressors and 
thereby influence well-being.     
 
7.6. Limitations of the Present Study 
The first and the foremost limitation is the cross-sectional design of this study. Temporal 
relationships are hard to establish. The relationships construed in this study are 
hypothetical and do not convey causal relationships. Structural equation modeling in this 
study denotes hypothesized relationships and does not imply temporal relationships. For 
instance, psychological distress may increase the likelihood of stressors, which in turn 
may increase or decrease the resources.  
 A second limitation concerns the sample. The sample consists of cognitively 
normal community dwelling older adults in an urban area in India. Though an attempt 
was made to compare the sample data with the Census Data, there is a high likelihood 
that the sample data may differ on other variables. Hence the results may not be 
applicable to those who are residing in rural areas, those who are institutionalized or 
afflicted with cognitive impairments. Also, due to logistic problems, only ten cases were 
interviewed for the qualitative analysis in the present study. Based on the ten cases, 
consistent patterns about the influence of stressors and resources on depressive symptoms 
and life satisfaction were hard to establish. Hence, in future studies the sample size of the 




To the best of my knowledge this is one among very few studies on depression and life 
satisfaction conducted among urban older adults in India. The primary contribution of the 
study was the testing of three models – the independence model, the counteractive model 
and the stress-suppressor model for male and female older adults in India. By using a 
randomly selected sample and using both qualitative and quantitative designs, the present 
study found evidence for the stress-suppression model. The results from the study 
indicate that resources have an indirect influence on depressive symptoms and life 
satisfaction by decreasing the likelihood of stressors. Multi-group analysis showed that 
the male and female older adults differed on the measurement component with loadings 
of abuse being stronger for females than for males. The present study serves as an 
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CES-D scale  
I will be asking you some questions about how you were feeling in the last 

























1 You were bothered by things that usually 
don’t bother you 
    
2 You did not feel like eating     
3.  You felt you would not shake of the blues 
even with help from your family/friends 
    
4. You had trouble keeping your mind on what 
you are doing 
    
5 You felt depressed     
6. You felt everything you did was an effort     
7 You thought your life had been a failure     
8 You felt fearful     
9 Your sleep was restless     
10 You were happy     
11 You talked less than usual     
12 You felt lonely     
13 People were unfriendly     
14 You enjoyed life     
15 You felt sad     
16 You felt that people disliked you     
17 You could not get going     
18 You had crying spells      
19 I felt hopeful of the future     











kd MNuhf;fpa epiy (CES - D)  - Tamil Vrsion 
 
fle;j thuj;jpy; cq;fs; kdepiy vg;gb ,Ue;jJ vd;W $Wq;fs;. 
 












1 cq;fis Kd;G ghjpf;fhj tp~aq;fs; ,g;nghOJ ghjpf;fpd;wd 0 1 2 3 
2 rhg;gpltpUg;gkpy;iy 0 1 2 3 
3 cq;fs; FLk;gj;jpdh; ed;gh;fs; cjtpAk; kd Nrhh;it mfw;w Kbatpy;iy 0 1 2 3 
4 kw;wth;fiwg;Nghy ehDk; jpwikrhyp vd epidf;fpd;Nwd; 0 1 2 3 
5 ePq;fs; nra;Ak; fhhpaj;jpy; ftdk; nrYj;j Kbatpy;iy 0 1 2 3 
6 ePq;fs; kdf;ftiy mile;jPh;fs; 0 1 2 3 
7 ePq;fs; nra;j xt;nthU fhhpaKk; xU Kaw;rp 0 1 2 3 
8 vjph;fhyk; Fwpj;J ek;gpf;ifAld; cs;Nsd; 0 1 2 3 
9 cq;fs; tho;if xU Njhy;tp vd epidf;jPh;fs; 0 1 2 3 
10 ePq;fs; gag;gl;Bh;fs; 0 1 2 3 
11 cq;fs; J}f;fk epk;kjp ,y;yhjjhf ,Uf;fpwJ 0 1 2 3 
 12 ePq;fs; kfpo;rpahf ,Ue;jPh;fs;; 0 1 2 3 
13 ePq;fs; tof;fj;ijtpl Fiwthf NgrpdPh;fs; 0 1 2 3 
14 jdpikahf cqfSf;F ,Ue;jJ 0 1 2 3 
15 kw;wth;fs; el;ghf goftpy;iy 0 1 2 3 
16 ePq;fs; tho;ifia urpj;jPh;fs; 0 1 2 3 
17 ePq;fs; mOjPh;fs; 0 1 2 3 
18 ePq;fs; ftiyg;gl;Bh;fs; 0 1 2 3 
19 kw;wth;fs; cq;fis ntWg;gjhf epidj;jPh;fs; 0 1 2 3 































  Yes No 
 Are you basically satisfied with your life?   
 Have you dropped many of your activities and interests?   
 Do you feel that your life is empty?   
 Do you often get bored?   
 Are you in good spirits most of the time?   
 Are you afraid that something bad is going to happen to you?   
 Do you feel happy most of the time?   
 Do you often feel helpless?   
 Do you prefer to stay at home, rather than going out and doing new 
things? 
  
 Do you feel you have more problems with memory than most?   
 Do you think it is wonderful to be alive now?   
 Do you feel pretty worthless the way you are now   
 Do you feel full of energy?   
 Do you feel that your situation is hopeless?   
 Do you think that most people are better off than you are   
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kd MNuhf;fpa epiy - 
 
 
  Mk; ,y;iy 
3.1 cq;fSf;F tho;if jpUg;jpfukhf ,Ue;jjh? 1 2 
3.2 cq;fSf;F gpbj;j eltbf;if kw;Wk; nray;fs; tpl;Ltpl;Bh;fsh? 1 2 
3.3 cq;fs; tho;if mh;j;jkw;wJ vd;W epidf;fpwPh;fsh? 1 2 
3.4 ePq;fs; mbf;fb rypg;gilfpwPh;fsh? 1 2 
3.5 ePq;fs; ngUk;ghyhd Neuj;jpy; ey;y kdepiyapy; ,Uf;fpwPh;fsh? 1 2 
3.6 cq;fSf;F VjhtJ Neh;e;JtpLk; vd;W gag;gLfpwPh;fsh? 1 2 
3.7 ePq;fs; ngUk;ghyhd Neuj;jpy; kfpo;r;rpaha; ,Uf;fpwPh;fsh? 1 2 
3.8 ePq;fs; mbf;fb vd;d nra;tJ vd;W njhpahky; ,Uf;fpwPh;fsh? 1 2 
3.9 ntspapy; nrd;W GJ eltbf;ifapy; <Lglhky; tPl;by; ,Ug;gij tpUk;GfpwPh;fsh? 1 2 
3.10 cq;fs; Qhgfkwjp gpur;rid kw;wth;fistpl mjpfk; vd;W vz;ZfpwPh;fsh? 1 2 
3.11 ePq;fs; capNuhL ,Ug;gJ mw;GjkhdJ vd;W fUJfpwPh;fsh? 1 2 
3.12 ,g;nghOJ ,Uf;Fk; epiyapy; ePq;fs; kjpg;gw;wth; vd;W vz;ZfpwPh;fsh? 1 2 
3.13 ePq;fs; Cf;fj;Jld; cw;rhfj;Jld; ,Uf;fpwPh;fsh? 1 2 
3.14 ePq;fs; ,g;nghOJ thOk; #o;epiy ek;gpf;ifaw;wJ vd;W vz;ZfpwPh;fsh? 1 2 




















  Agree Neutral Disagree
1 As I grow older, things seem better than I 
thought they would be 
   
2 I have gotten more of the breaks in life than 
most of the people I know 
   
3 
This is the dreariest of my life 
   
4 
My life could be happier than it is now 
   
5 
These are the best times of my life 
   
6 Most of the tings I do are boring and 
monotonous 
   
7 I expect some interesting and pleasant thing s to 
happen to me in the future 
   
8 The things I do are as interesting  to me as they 
ever were 
   
 
9 I feel old and somewhat tired 
   
10 As I look back on my life, I am fairly well 
satisfied 
   
11 Compared to other people my age, I make a 
good appearance. 
   
12 When I think back over my life, I did not get 
most of the important things I wanted 
   
13 Compared to other people I get down in the 
dumps too often 
   
14 I have gotten pretty much what I expected out 
of life 






tho;if jpUg;jp epiy 
 
mLj;j tho;ifia gw;wpa nghJthd Nfs;tpfs; gl;baypy; tUk; xt;nthU thf;fpaj;ijAk; gbj;J> 
mjw;F jFe;j gjpiy Fwpf;fTk; 
 
     
 
 
  3 2 1 
1 taJ Mf Mf ehd; vjph;ghh;j;jijtpl ed;whf cs;sJ.    
2 vdf;F njhpe;jth;fistpl> tho;ifapy; mjpf ed;ik 
mile;Js;Nsd; 
   
3 ,J vd; tho;ifapd; kpf Nkhrkhd Neuk;    
4 vd; tho;f;if jw;rkaj;ijtpl kfpo;rpahf ,Uf; fyhk;    
5 ,it vd; tho;ifapy; rpwe;j fhyk;    
6 ehd; nra;Ak; gy fhhpaq;fs; rypg;ghd my;yJ Nrhh;Tila 
fhhpaq;fs; 
   
7 vjph;fhyj;jpy; rpy Ritahd kfpo;r;rpahd epiyia 
vjph;ghh;fpNwd; 
   
8 ehd; nra;Jf;nfhz;bUf;Fk; fhhpaq;fs; vg;nghOJk; Nghy 
RthurpakhfNt cs;sJ. 
   
9 ehd; KJikahfTk; Nrhh;thfTk; ,Uf;fpNwd;    
10 tho;ifia gpd;Nehf;fp ghh;f;Fk;NghJ> ehd; XusT 
jpUg;jp mile;jpUf;fpNwd; 
   
11 Vd; tajpdUld; xg;gpl;L ghHf;ifapy; ghHg;gjw;F ehd; 
ed;whfTs;Nsd;  
   
12 gpd; Nehf;fpg; ghHf;ifapy;. vdf;F Kf;fpakhf 
Njitg;gl;lit vdf;Ff; fpilf;ftpy;iy. 
   
13 kw;wtUld; Xg;gpLifapy;. Gy Neuq;fspy; ehd; 
gpur;ridfSf;F cs;shfpAs;Nshd;. 
   
14 tho;ifapy; ehd; vjpHg;ghHj;jit Xustpw;F vdf;F 
fpilj;Jtpl;lJ. 
   
 

















1. About how many close friends relatives and family members do you have (People who you feel ease 
with and talk to about what is on your mind)? 
                                                                                                    FR                       R        F  
 
 
  1 2 3 4 5 
2 Someone to help you if you are confined to bed      
3 Some one you can count on to listen to you when you need to 
talk 
     
4 Someone to give you good advice about a crisis      
5 Some one to take you to a doctor if you needed it      
6 Some one who shows you love and affection      
7 Some one to have good time with      
8 Some one to give you information to help you understand a 
situation 
     
9 Some one to confide in or talk to about yourself or your 
problems 
     
10 Some one who hugs you      
11 Someone to get together with for relaxation      
12 Some one to prepare your meals if you are unable to do it 
yourself 
     
13 Some one whose advice you really want      
14 Someone to do things with to help you get your minds off 
things 
     
15 Someone to help with daily chores if you are sick      
16 Someone to share your most private worries and fears with      
17 Someone to turn to for suggestions about how to deal with a 
personal problem 
     
18 Someone to do something enjoyable with      
19 Someone who understands your problem      
20 Someone to love and makes you feel wanted      
 
1. None of the time.  2. A little of the time.  3. Some of the time  






Social Support – Tamil Version  
 
r%f MjuT - 
1.1 cq;fSf;F vj;jid neUq;fpa ez;gh;fs; cwtpdh;fs; kw;Wk; FLk;g 
cWg;gpdh;fs; ,Uf;fpwhh;fs; (kdk; jpwe;J ePq;fs; Ngrf;$ba egh;fs;) 
ez;gh;fs; cwtpdh;fs; FLk;gj;jpdh;
   
 
  1 2 3 4 5 
2 cq;fSf;F cly; epiy rhpapy;yhjNghJ ahuhtJ cjtp 
nra;a ,Uf;fpwhh;fs; 1 2 3 4 5 
3 cq;fs; kdk; jpwe;jNgr;ir Nfl;gjwF 
ek;tpfpifahdth; ,Uf;fpwhh;fs; 1 2 3 4 5 
4 ,f;fl;lhd #o;epiyapy; cq;fSf;F mwpTiu $w 
ahNuhtJ ,Uf;fpwhh;fs; 1 2 3 4 5 
5 kUj;Jt cjtp Njitg;gl;lhy; kUj;Jtfplk; mioj;J nry;y 
ahuhtJ ,Uf;fpwhh;fs; 1 2 3 4 5 
6 cq;fs; kPJ ghrk; md;Gk; itf;f ahuhtJ ,Uf;fpwhh;fs; 1 2 3 4 5 
7 ahuhtJ cq;fSld; Neuj;ij nrytopf;f ,Uf;fpwhh;fs; 1 2 3 4 5 
8 cq;fSf;F #o;epiyia tpsf;fp jfty; $w 
ahuhtJ ,Uf;fpwhh;fs; 1 2 3 4 5 
9 cq;fis gw;wpNah my;yJ gpur;rid gw;wpNah kdk; 
jpwe;J NgRtjw;F ahuhtJ ,Uf;fpwhh;fs; 1 2 3 4 5 
10 cq;fis mutidf;f ahuhtJ ,Uf;fpwhh;fs; 1 2 3 4 5 
11 cq;fs; Xa;T Neuj;ij gfph;e;J nfhs;s 
ahuhtJ ,Uf;fpwhh;fs; 1 2 3 4 5 
12 cq;fshs; rikf;f KbahjNghJ ahuhtJ rikj;J 
nfhLf;f ,Uf;fpwhh;fs; 1 2 3 4 5 
13 ahNuh xUthpd; Mnyhrid cq;fSf;F Njit 1 2 3 4 5 
14 kdf;Fog;gj;ijNghf;f ahuhtJ ,Uf;fpwhh;fs; 1 2 3 4 5 
15 Eq;fs; Neha;tha;gl;L ,Uf;Fk; nghOJ tPl;L Ntiyfis 
nra;a ahuhtJ cjtp nra;fpwhh;fs; 1 2 3 4 5 
16 cq;fSila gpuj;jpNahfkhd ftiy kw;Wk; gaj;ijAk; ahuhtJ 
gfph;e;J nfhs;fpwhh;fs; 1 2 3 4 5 
17 cq;fs; tpu;rif;F Mnyhrid $w ahNuh ,Uf;fpwhh;fs; 1 2 3 4 5 
18 ePq;fs; re;Njh~khf ,Uf;f ahuhtJ ,Uf;fpwhh;fs; 1 2 3 4 5 
19 ahNuh xUth; cq;fs; gpur;ridfis Ghpe;J nfhs;fpwhh;; 1 2 3 4 5 
20 ahNuh xUth; cq;fs; kPJ ghrkhf ,Uf;fpwhh;; 1 2 3 4 5 
1. vg;nghOJk; ,y;iy  2. nrhw;g Neuk;  3. rpy Neuq;fspy; 










How strongly do you agree or disagree that 
 
 
  1 2 3 4 5
 I have little control over the things that happen to me      
 There is really no way I can solve some of the problems I have in 
my life 
     
 There is little I can do to change some of the important things in my 
life 
     
 I often feel helpless in dealing with most of the problems in my life      
 What happens to me in the future usually depends on me.      
 I can do just about anything I set my mind on      
 Most of the things that happen to me  in my life are due to god      
 Most of the things that happen to me in my life are due to fate       
 
1. strongly agree 2. agree 3. Neutral 4. strongly disagree  5. disagree 
 
 
Mastery – Tamil Version 
 
  1 2 3 4 5 
8.1 Vd; tho;f;ifapy; epfOk; tpaq;fs; kPJ vdf;F rpwpjsT 
fl;L ghLjhd; cs;sJ. 
1 2 3 4 5 
8.2 Vd; tho;f;ifapy; ,Uf;Fk; rpy gpur;ridfis vd;dhy; 
jPHTfhd KbahJ  
1 2 3 4 5 
8.3 Vd; tho;f;ifapy; epfOk; gpur;rdifis 
vjpHnghs;Sk;nghOJ gyKiw jpf;fw;W epd;f;fpNwd;. 
1 2 3 4 5 
8.4 Vd; tho;f;ifapy; elf;Fk; Kf;fpakhd tpaq;fs; vd;dhy; 
rpwpjsTjhd; khw;w KbAk;.  
1 2 3 4 5 
8.5 tUk; fhyk; vd;ifapy; cs;sJ. 1 2 3 4 5 
8.6 Vd;dhy; epidj;jij KbAk;  1 2 3 4 5 
8.7 Vd; tho;f;ifapy; elf;Fk; rk;gtq;fis tpjpg;gb elf;fpwJ 1 2 3 4 5 
8.8 Vd; tho;f;ifapy; elf;Fk; epfo;r;rpfs; Kd;gpwtpf; 
fUkj;jpd; tpisT 
1 2 3 4 5 
 
1. KOikahf xj;Jf;nfhs;fpNwhd;.  2. xj;Jf;nfhs;fpNwhd;. 
3. eLepiy          4. xj;Jf;nfhs;stpy;iy. 














    1. How would you rate your health at the present time? Would you say that it is: 
          Excellent      5 
                                          Very good    4 
                            Good           3 
                                   Fair              2 
                                  Poor             1 
 
 
2. Do you have any physical health problems?  1. Yes.  2. No. 
 2b. If yes the problem is/are ------------                      
 Disease Duration currently 
on 
medication
1    
2    
3    














Health Status – Tamil Version 
 
MNuhf;fpa epiy - 
 
1. jw;nghOJ jq;fSila cly; MNuhf;fpaepiy vt;thW cs;sJ vd;W vz;ZfpwPh;fs; 
 
1. kpfkpf rpwe;j epiy 
2. kpf rpwe;j epiy 
3. ey;y epiy 
4. Rkhuhd epiy 
5. Nkhrkhd epiy 
 
 





2a. Mk; vd;why; Mnuhf;fpa gpur;rid gw;wp $Wq;fs; 
 
t. vz; Tpahjp fhyk; jw;nghOJ kUj;Jt cjtp ngWfpd;wPh;fsh 
   Mk; ,y;iy 
4.3.1   1 2 
4.3.2   1 2 
4.3.3   1 2 
4.3.4   1 2 
4.3.5   1 2 
4.3.6   1 2 
4.3.7   1 2 


















Life Events Checklist 
Now I will read to you some events, which happens in everyone’s life. Listen to it 





0- Not stressful, 1- To a less extent, 2. To some extent and 3.To a large extent 
 
 
No If yes ? How stressful? 
1 Marriage of son    0   1    2   3 
2 Son leaving home  0   1    2   3 
3 Birth of a girl child  0   1    2   3 
4 Birth of a Male child  0   1    2   3 
5 Marriage of daughter  0   1    2   3 
6 Selling of house  0   1    2   3 
7 Illness in self  0   1    2   3 
8 Illness in spouse  0   1    2   3 
9 Illness in family members  0   1    2   3 
10 Problem with spouse  0   1    2   3 
11 Problem with son  0   1    2   3 
12 Problem with daughter-in-laws  0   1    2   3 
13 Problem with friends  0   1    2   3 
14 Problem with relatives  0   1    2   3 
15 End of relation ship with family members  0   1    2   3 
16 Retirement  0   1    2   3 
17 Terminated from job  0   1    2   3 
18 Problems with co-workers  0   1    2   3 
19 Unemployed  0   1    2   3 
20 Debts  0   1    2   3 
21 Mortgaged  0   1    2   3 
22 Financial difficulties  0   1    2   3 
23 Poverty  0   1    2   3 
24 Legal problems  0   1    2   3 
25 Theft/ or robbery  0   1    2   3 
26 Alcohol in self  0   1    2   3 
27 Alcohol in son  0   1    2   3 
28 Alcohol in family members  0   1    2   3 
29 OTHERS  0   1    2   3 




,g;nghOJ ehd; vy;NyhUila tho;ifapy; elf;Fk; epfo;r;rpfis $WNtd; mjid ftdkhf Nfl;L tpl;L 
cq;fs; tho;ifapy; me;j epfo;r;rpfs; fle;j xU tUlj;jpy; eilngw;wjh vd;W $wNtz;Lk;. 
 
  ,y;iy Mk; vd;why; vt;tsT kdf~;lkhf cs;sJ 
1 kfdpd; jpUkzk;  0 1 2 3 
2 kfspd; jpUkzk;  0 1 2 3 
3 ngz; Foe;ij gpwg;G  0 1 2 3 
4 Mz; Foe;ij gpwg;G  0 1 2 3 
5 nrhe;j tPL tpw;gid  0 1 2 3 
6 gps;isfs; tPl;iltpl;L ntspNaWjy;  0 1 2 3 
7 cq;fSf;F cly; eyf;FiwT  0 1 2 3 
8 kw;w FLk;gj;jpdUf;F cly; eyf;FiwT  0 1 2 3 
9 Jiztp / JiztUld; gpur;rid  0 1 2 3 
10 kfDld; gpur;rid  0 1 2 3 
11 kUkfSld; gpur;rid  0 1 2 3 
12 ed;gh;fSld; gpur;rid  0 1 2 3 
13 cwtpdh;fSld; gpur;rid  0 1 2 3 
14 FLk;gj;jpdUld; cwT Jz;bf;fg;gl;lJ  0 1 2 3 
15 NtiyapypUe;J Xa;T ngUjy;  0 1 2 3 
16 NtiyapypUe;J ePf;fg;gLjy;  0 1 2 3 
17 rfCopah;fSld; jfwhU  0 1 2 3 
18 Jiztpf;Nfh / JiztUf;Nfh cly; eyf;FiwT  0 1 2 3 
19 Ntiyapd;ik (kfDf;Nfh my;yJ kw;w FLk;g cWg;gpdUf;Nfh)  0 1 2 3 
20 fld;  0 1 2 3 
21 tPl;Lg; nghUl;fis mlkhdk; itj;jy;  0 1 2 3 
22 gzf; f~;lk;  0 1 2 3 
23 tWik  0 1 2 3 
24 rl;l gpur;ridfs;  0 1 2 3 
25 tPl;by; jpUl;L Nghjy;  0 1 2 3 
26 Fbg;gof;fk;  0 1 2 3 
27 FLk;gj;jd; kw;w cWg;gpdh;fspd; Fbg;gof;fk;  0 1 2 3 
28 ,wg;G  0 1 2 3 
29 kw;wit  0 1 2 3 
 
0 - kdk; f~;lkhf ,y;iy 
1 - rpwpjsT kd f~;lkhf cs;sJ 
2 - XusT kd f~;lkhf cs;sJ           3 - mjpfsT kd f~;lkhf cs;sJAPP 
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Appendix H 
ABUSE SCALE : Disagreement in a family is a normal issue. However some times, persons get 
annoyed about something the other person does, or due to bad mood. They also use different ways of 
settling their differences. Iam going to read a list of things that would have happened to you during disputes 
with your family members, in the past one year  and I would like you to tell how  many 
times it occurred. 
  0 1 2 3 4 5 6 
1 You were sweared at and insulted by the other family members        
2 Family members Sulked and / or refused to talk about it.        
3 Family member stomped out of room or house        
4  Family members made you to cry        
5 Family members did or said something to spite you        
6 Family members threatened to hit or throw something at you        
7 Family members threw or smashed or hit or did something        
8 Family members threw something at you that hurt you        
9 Family members pushed grabbed or shoved you        
10 Family members slapped you        
11 Family members kicked, hit, or hit you with a fist        
12 Family members hit or tried to hit you with something        
13 Family members beat you up        
14 Family members threatened you with a knife or gun        
15 Family members forced you to part away with your money or 
property or other things 
       
16 Family members took  your money with out your knowledge 
and spend it 
       
17 Family members locked you inside your room        
18 Family members ignored to buy you essential things like 
clothes, medication etc  
       
19 Family members did not take care of you when you were 
physically ill 
       
0- Never     1- once 2-twice 3. three-five times 4- 6-10 times  
5- 11-20 times   6- More than 20 times 
8. a. If yes to any of the above items: 
8.b. What is the relationship of the perpetuator to the elderly?     ----------------- 




kdNtWghL FLk;gj;jpy; epfo;tJ ,aw;if fle;j xU tUlj;jpy; cq;fSf;F    FLk;gj;jpdUld; kdNtWghL MdNghJ 
gpd; tUk; epfo;rpfs; VNjDk; ele;jjh? 
 
  0 1 2 3 4 5 6 
1 
cq;fs; FLk;g cWg;gpdh; cq;fis 
jpl;;b ,Uf;fpwhh;fsh / mtkhd 
gLj;jp ,Uf;fpwhh;fsh 
0 1 2 3 4 5 6 
2 FLk;gj;jpdh; rpLrpLj;J Ngrhky; ,Uf;fpd;whh;fs; 0 1 2 3 4 5 6 
3 FLk;gj;jpdh; miwapypUe;J tPl;bypUe;J ntspNaw;wpdhh;fs; 0 1 2 3 4 5 6 
4 FLk;gj;jpdh; cq;fis moitj;jhh;fs; 0 1 2 3 4 5 6 
5 ePq;fs; Nfhgg;gLkhW FLk;gj;jpdh; VjhtJ nra;jhh;fsh / $wpdhh;fsh? 0 1 2 3 4 5 6 
6 FLk;gj;jpdh; cq;fis jhf;FtjhfNth my;yJ cq;fs; kPJ nghUis tPrp gaKUj;jpdhh;fs; 0 1 2 3 4 5 6 
7 FLk;gj;jpdh; nghUis tPrpdhh;fs; my;yJ cilj;jhh;fs; my;yJ NtW VjhtJ nra;jhh;fs; 0 1 2 3 4 5 6 
8 FLk;gj;jpdh; cq;fs;kPJ tPrpa nghUl;fspdhy; fhak; mile;jPh;fs; 0 1 2 3 4 5 6 
9 FLk;gj;jpdh; cq;fis jpUb vd;W js;spdhh;fs; gpbj;jhh;fs; 0 1 2 3 4 5 6 
10 FLk;gj;jpdh; cq;fis miwe;jhh;fs; 0 1 2 3 4 5 6 
11 FLk;gj;jpdh; cq;fis cijj;jhh;fs;> jhf;fpdhh;fs;> K~;bahy; Fj;jpdhh;fs; 0 1 2 3 4 5 6 
12 FLk;gj;jpdh; cq;fis nghUl;fshy; mbj;jhh;fs mbg;gjw;F Kaw;rpnra;jhh;fs; 0 1 2 3 4 5 6 
13 cq;fis FLk;gj;jpdh; mbj;jhh;fs; 0 1 2 3 4 5 6 
14 
cq;fis FLk;gj;jpdh; cq;fis fj;jpia fhl;bNah 
my;yJ NtW $w;ikahd MAjj;ij fhl;b 
gaKUj;jpdhh;fs; 
0 1 2 3 4 5 6 
15 
cq;fSila tpUg;gj;Jf;F khwhf cq;fs; gzk; 
nrhj;Jf;fs; mth;fSf;F jUkhW 
fl;lhagLj;jpdhh;fs; 
0 1 2 3 4 5 6 
16 cq;fSf;F njhpahky; FLk;gj;jpdh; cq;fs; gzj;ij nrytopj;jdh; 0 1 2 3 4 5 6 
17 cq;fSila tpUg;gj;Jf;F khwhf FLk;gj;jpdh; cq;fis miwapy; milj;J itj;jdh; 0 1 2 3 4 5 6 
18 cq;fSf;F Njitahd mj;jpahtrpakhd nghUl;fis (Jzp> kUe;J) thq;fhky; Gwf;fzpj;jhh;fs; 0 1 2 3 4 5 6 




0. ,y;yNt ,y;iy   1. xU Kiw   2. ,uz;L Kiw 
3. %d;wpypUe;J Ie;J Kiw 4. 6 - 10 Kiw  5. 11 - 20 Kiw    6. 20 
Kiwf;FNky; 
  
20 NkNy cs;s VjhtJ xU thf;fpaj;ij Mk; vd;why;> mr;nraiy nra;jth;fs; cq;fSf;F vd;d 












































Socio Demographic Schedule (SDS) 
 
1 What is your age?     ------------- 
 
2   Sex                            1. Male       2. Female  
 
3. Religion       1. Hindu 
        2. Christian 
        3. Muslim 
        4. Others ………… 
 
4 what is your education level?     1. None   
      2. Some primary  
      3.Completed Secondary 
 4. Upper secondary 
    5.Diploma 
      6. University 
   
                      
 
5 What is your marital status                1. Never married 
        2. Married 
        3. Widowed/er 
        4. Divorced 
        5. Separated                        
                                                                                     
 
                                  
6. What is your employment status               1. Full time  
2. part time  
                                                                                                3. Retired 
                                                                                                4. House wife. 
5. House wife –part time               
employed 
6.Unemployed 
                                                                                                7. others--------------- 
 
7. Living arrangements                                                        1. Nuclear family 
        2. Joint family  
        3. Extended family 
        4. Living alone 







8.  House type                   1. Hut 
                                                                2. Tiled house 
                                                                3. Concrete roof 
                                                                
 
 






1. What is your monthly income?                                                  --------------- 
 
2. What is your family monthly income?                                        --------------- 
 































Socio Demographic Sschedule (SDS)- Tamil Version 
 




1 cq;fspd; taJ vd;d?  






4. ePq;fs; vJtiu gbj;jth; 
1. gbg;G ,y;iy 
2. XusT njhlf;f gs;sp gbg;G 
3. njhlf;fg;gs;sp gbg;G Kbj;jth; 
4. cah;epiy gs;sp gbg;G Kbj;jth; 
5. bg;sNkh 
6. gl;lg;gbg;G Kbj;jth; 
7. rhpahf njhpatpy;iy 
5 ePq;fs; kzkhdtuh? 
1. kzkhftpy;iy 
2. kzkhdth; 
3. tho;if Jizia ,oe;jth; 
4. tpthfuj;jhdth; 
5. kw;wit 
 ,g;nghOJ cq;fs; cj;jpNahf epiy 
vd;d 
1. KO Neu Ntiy 
2. gFjp Neu Ntiy 
3 .Xa;T 
4. FLk;gj; jiytp   
5. FLk;gj; jiytp - gFjp Neu Ntiy 
6 Ntiy ,y;iy 
7. kw;wit. 
6 trpf;Fk; epiy 
1. jdpFbj;jdk; 
2. $l;L FLk;gk; 
3. nrhe;jfhuh;fSld; 
4. jdpj;J tho;gth; 
5. kw;wit 
7 tPl;bd; tif 
1. Fbir 
2. Xl;L tPL 
1. jsk;Nghl;l tPL 
8 jw;NghJ trpf;Fk; tPl;by; vj;jid tUlq;fshf ,Uf;fpwPh;fs;  
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1. cq;fs; tPlL tUkhdk; vt;tsT-   …………………….. 
 
 
2. cq;fSila khj tUkhdk; vt;tsT-  …………………….. 
 
 






































Appendix  J 
 
 
The following are some of the questions, which are asked to all the participants of the 
survey, so please listen to them carefully and answer.  
 
 
The Elderly Cognitive Assessment Questionnaire (ECAQ) 
 
1.   I want you to remember this number 
  Can you repeat after me (for ex)                         -------------------------- 
  I shall be testing you again in ten minutes 
 
      2.  How old are you?                                               -------------------------- 
 
3.   When is your birthday? 
              Or  
      What year were you born?                                 --------------------------- 
 
 
4.    what is the date today?        --------------------------- 
           
 
5.                                             day                            ---------------------------- 
 
6.                                             month                      ------------------------------ 
 
7.                                              year                        ------------------------------- 
 
 
8.   What is this place called( for 
         example, clinic or hospital)                              ---------------------------------- 
 
9.  What is his or her job (for example 
       pointing to a doctor or nurse) 
 
10.   Can you recall the number again?                  ----------------------------------- 
 
TOTAL                                                                     ------------------------------------- 
 
 







kdepiy Ma;T.  jaT nra;J Nfs;tpfSf;F cq;fshy; ,ad;w tiu gjpyspf;fTk; 
 
1. ,e;j vd;iz eidtpy; itAq;fs;. vdf;F gpd; ,e;j vz;iz ePq;fs; vd;dplk; 
nrhy;y Ntz;Lk; 1 0 
2. cq;fs; taJ vd;d? (5 Mz;Lfs; $l Fiwa ,Uf;fyhk;) 1 0 
3. cq;fs; gpwe;j Njjp vd;d my;yJ tUlk; vd;d 1 0 
4. ,d;iwf;F thuj;jpd; ve;j ehs;? 1 0 
5. ,d;iwf;F Njjp vd;d? 1 0 
6.          khjk; vd;d? 1 0 
7.          Mz;L vd;d? 1 0 
8. ,g;nghOJ tPl;bd; ve;j gFjpapy; ,Uf;fpwPh;fs;? 1 0 
9. ehd; ahnud;W njhpfpwjh? 1 0 
10. Kjypy; ehd; $wpa vz;iz epidT gLj;j KbAkh 1 0 
 
 
rhpahd gjpy;fspd; vz;zpf;if      ....... ....... ....... 
 
































Name of the Respondent : 
 
Address    : 
 
Telephone Number  : 
 
Date of Interview   :   
 
Persons present  :        
 
 
Reasons for not being able to interview: 
 
Number of visits Reasons for not being 
able to interview  
Remarks 
 
First   
Second   




A. Ngl;b vLf;fg;gLtiu gw;wpa jfty;fs;. 
 










 ; epiy Ngl;b fhzhjjw;F fhuzk; 
vd;d? 
Kjy; Kiw   
,uz;lhtJ Kiw   











Interview Guide (Sample questions) 
1. Could you tell me about your life during old age? 
2. What do you thing are essential for an individual to leading a satisfying and 
fulfilling life? 
3. (based on the answers, the following questions were asked) 
 
4. Could you tell me about your religious beliefs? 
 
5. Could you tell me about your religious practices? 
 
6. How does this religious belief or practices influence your current/day-to-day life? 
 
7. Could you tell me about your relationship with your family members? 
 
8. Could you tell me about the support rendered to you by your family members? 
 
9. How does the relationship/support of  your family members influences your 
current life? 
 
10. Who do you say is/are the reason for the happenings in your life ? 
 
11. How does it influence your current life? 
 
12. What do you think are the problems you are currently experiencing in your life? 
13. (based on the answers, the following questions were asked) 
 
14. Could you tell me about your health problems? 
 
15. Why do you think you are having these health problem? 
 
16. Could you tell me about the problems you have with your family members? 
 










Interview Guide (Tamil Version) 
 
1. cq;fSila jw;nghOJ tho;if epiyiag;gw;wp tpthpf;f KbAkh? 
 
2. cq;fSila tho;if G+uzkhfTk;> epiwthfTk; ,Uf;f  vJ Njit vd;W epidf;fpwPh;fs;? 
 
3. (,ij Nkw;Nfhs; nfhz;L gpd;tUk; Nfs;tpfs; Nfl;f;fgl;ld) 
 
4. cq;fSila flTs; ek;gpf;if gw;wp $w KbAkh? 
 
5. cq;fSila flTs; topghLKiw gw;wp $w KbAkh? 
 
6. flTs; ek;gpf;if my;yJ flTs; topghLKiw vg;gb cq;fSila jpdrhp tho;ifapy; gq;F 
tfpf;fp;wJ? 
 
7. cq;fs; FLk;g cWg;gpdh;fSld; cs;s cq;fs; cwT gw;wp $w KbAkh? 
 
8. cq;fs; FLk;g cWg;gpdh;;fs; vt;thW cq;fSf;F cjTfpd;whHfs;? 
 
9. cq;fs; FLk;g cWg;gpdh;;fs; vt;thW cq;fSf;F cjTfpd;whHfs;? 
 
10. jw;nghOJ tho;ifapy; cq;fs; FLk;g cUg;gpdh;fspd; cjtp vd;d gq;F tfpf;fp;wJ? 
 
11. cq;fs; tho;ifapy; elf;Fk; epfo;r;rp;fSf;F ahh; fhuzk; vd;W nrhy;y KbAkh? 
12. mJ vd;d gq;F tfpf;fp;wJ? 
 
 
13. jw;nghOJ cq;fSila tho;ifapy; vd;d vd;d gpur;rid cs;sJ vd;W epidf;fpwPh;fs;? 
 (,ij Nkw;Nfhs; nfhz;L gpd;tUk; Nfs;tpfs; Nfl;f;fgl;ld) 
14. cq;fSila MNuhf;fpag; gpur;ridfs; gw;wp $w KbAkh? 
15. ,e;j MNuhf;fpag; gpur;ridfSf;F vd;d vd;d fhuzk; vd;W nrhy;y KbAkh? 
16. FLk;gj;jpy; cs;s cWg;gpdh;fSld; cq;fSf;Fs;s gpur;ridfis tpthpf;f KbAkh?  













 Factor Loadings for the Entire Group, Male and Female Older Adults  
 
 
Items    Entire group Male  Female 
 
Dreariest time  .739  .768  .712  . 
Could be happier  .407  .375  .423 
Best time    .805  .760  .843 
Boring    .612  .616  .596 
Interesting   .567 .565  .549 
Get into dumps  .585 .534  .618 
ZEST 
Things better  .923  .877  .955 
Pleasant   .731  .636  .788 
Old and tired                   .756  .825  .683 
Good appearance  .764  .745  .775 
CONGRUENCE 
past satisfaction   .860  .836  .877 
pretty much  .888  .863  .907 
RESOLUTION 
did not get important things .588  .501  .637 














CMIN/df  120.48/71 p = .00 120.48/71, p = .00 133.79/71, p = .00  














Table Age  Depressive Symptoms, and Life Satisfaction – Entire group  
 
 




CES-D score 14.10  10.81   p > .05 
GDS score   5.32    4.46   p > .05  
Mood   6.39    6.41 p > .05 
Zest   4.31    4.90 p > .05 
Congruence   2.15    2.46 p > .05 






Marital Status Depressive Symptoms, and Life Satisfaction – Entire group 
 
 
Variables single           married             sig 
 
  
CES-D score 14.72  12.84   p > .05 
GDS score   5.55    4.93   p > .05  
Mood   6.03    6.70 p > .05 
Zest   4.03    4.69 p > .05 
Congruence   2.08    2.28 p > .05 
















Age  Depressive Symptoms, and Life Satisfaction – Male Older Adults 
 
 




CES-D score 12.12  8.50   p > .05 
GDS score   4.83  4.00   p > .05  
Mood   7.12  6.86 p > .05 
Zest   4.84  5.86 p > .05 
Congruence   2.31  2.86 p > .05 








Marital Status Depressive Symptoms, and Life Satisfaction – Male Older Adults  
 
 




CES-D score 11.48  11.80   p > .05 
GDS score   5.33    4.57   p > .05  
Mood   6.75    7.19 p > .05 
Zest   4.46    5.09 p > .05 
Congruence   2.40    2.36 p > .05 











Female Older Adults 
 
 








CES-D score 16.10  13.23   p > .05 
GDS score   5.83    4.95   p > .05  
Mood   5.64    5.95 p > .05 
Zest   3.77    3.90 p > .05 
Congruence   2.00    2.04 p > .05 
Resolution   1.98    2.42 p > .05  
 
 
Marital Status   Depressive Symptoms, and Life Satisfaction – Female Older Adults 
 
 




CES-D score 15.70  16.27   p > .05 
GDS score   5.61    6.10   p > .05  
Mood   5.81    5.12 p > .05 
Zest   3.89    3.39 p > .05 
Congruence   1.98    2.02 p > .05 
Resolution   2.06    1.97 p > .05  
 
 
  
 
 
 
 
 
 
 
 
 
 
 
